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THE SEMICENTENNIAL ANNIVERSARY 
NEW YORK SURGICAL SOCIETY 
Held October 30, 1929 
INTRODUCTORY REMARKS 


By the President, EDWIN SEER, \l D 
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NEW YORK SURGICAL SOCIETY SEMICENTENNIAI 


1. It was resolved that the meetings of the Society should be semi-monthl\ 


M 


held during the months of October, November, December. January. Februar 





April and May 
2. That the meetings should begin at eight o'clock and that business shoul 
transacted in the following order 
1. Presentation of patients and discussion of the same. 






2. The subject of the evening 





3. Narration of cases with comments. 
4. Presentation of pathological specimens. 


Reports of committees. 


». Miscellaneous business 


3. That the meetings should be held at the houses of 
| 


and that no supper should be allowed 
member shall be allowed more than ten minutes of 


members 1n alphah« 


ee STE ee 


4. That no 
except in the stated discussion 


5. The officers of the Society shall 


ear” 


be three in number, namely, President 
president, and Secretary and Treasurer 

6. That two negative votes shall reject a candidate for membership 
An election of officers was then held and Doctor Sands was made President, D 
Weir Vice-president, and Doctor McBurney 
Society—Drs. Van Buren, Markoe, Peter 


Secretary pro tem The following 


men were elected members of the 
Little, Lange, and Gulek« 


The Society then adjourned to nieet November 4 for complete organi 


Following the October 30 meeting, the organization was perfecte: 
November { meeting and the first scientific session took place Noven 
at the house of Dr. William T. Bull, at which thirteen members were present 
Doctor Van Buren read a paper on “Submental and Subhyoid Cysts” wl 


a aver Va ~ 2 ea ee 2 ee” ee 


was discussed by Doctors Peters, McBurney, Markoe, Little and S$ 

Doctor Peters presented a case of litholapaxy followed by protuse 

urethral suppuration. This was discussed by Doctors Van Buren, 5 
eNXTyV 


and Keyes. Doctor Stimson then showed the results of a series o 


ments undertaken to determine whether or not the carbolic spray 


purified the air, as Lister claimed 

These few words preseit the background of the Society’s birt! 
first speaker at this meeting to celebrate the semicentennial year 
Dr. Fred Lund, of Boston, President 


ee ee 


Society's existence will be 
\merican Surgical Association, not only a surgeon of renown but a stu 
of surgical history, who will address us on the subject of “The Influ 


the New York Surgical Society on the Development of Surgery 
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THE INFLUENCE OF THE NEW YORK SURGICAL SOCIETY ON 
THE DEVELOPMENT OF SURGERY 
By Frep Bates Lunp, M.D 
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FRED BATES LUND 


through our inadequate efforts at the portrayal of their character. A you 
man’s enthusiasm for his teacher is one of the finest things in our professi 
and has been so since the time of Hippocrates. These men, the founders 
this Society, were the heroes who taught and moulded, and gave charactet 
the profession of Surgery in New York, the greatest city of our count 
offering to its members a clinical and hospital experience surpassing that 
any other. This Society was a society of surgeons, which meant th: 
ever read a paper or reported a case was submitting it to a jury of his peet 
Think of the advantages to the young surgeon of membership in sucl 
society, a place where professional jealousies are forgotten, where each 


17 
| 


is sure of keen criticism, and all are animated by the love of truth and 


desire to help their patients. Only surgeons can truly understand or criti 
surgical work. That is the reason that surgical societies and surgical sect 
are the places to present surgical cases. One is also in such meetings 
from the imputation of attempting to please the medical public in orde: 
increase his personal gain. Medical men, whose superior wisdom and 
ments I would be the last to deny, can never understand our art, whi 
\ristotle stated, and Henri de Mondeville emphasized, can only be learne 
its practice. “If the mind must guide the hand in an operation, the | 
structs the mind in the knowledge of what it can do,” said the emi 
surgeon of medizval days. Besides, in a society made up of rival 
tioners of surgery, one is always sure of criticism of any defects in his 
which is after all better for one than indiscriminate praise. We must 
forget the stimulation to study and effort that the reporting of cases 

a society has upon its members. There is no way so sure to clarify ow 
knowledge as to present our work for criticism to our peers. I thin! 


ily said, “the man who gets the most be: 


was Dr. Charles Mayo who trt 
from a paper is the writer of it,”’ and also, “the man who hasn't time to 
papers will find in a few years that he has more time on his hands tl 
wants.” To my mind there is no satisfaction greater in one’s life tl 
present something really worth while in a surgical meeting, though I an 
pelled to admit that in my own life such thrills have been relatively rar 
At the time the New York Surgical Society was founded, as Di 
Stimson stated in 1913, “The differentiation of practice had indeed b 
but, except for certain specialties, such as the eye and ear, it had bare! 
vanced beyond the manifestation of a preference on the part of some ger 
practitioners for certain lines of practice. Even Sands, who was just ent 
upon the brilliant last ten years of his life, still kept some families, and 
two or three, and they young men, had declared an exclusive attenti 
surgery. Sabine had done so for a few years; Lange had just come 
from Germany. Antiseptic surgery, too, was just establishing itsel! 
us, and it was only three years since the first Lister spray had been brou 
here and the first operation according to his method had been perfort 
one of our hospitals. The field of surgery was just beginning to nl 
under its influence, to enter upon that astounding expansion watch the 
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FRED BATES LUND 


Dr. Lewis Pilcher, who is here with us tonight. I was filled with pric 


the account of the meeting held November 9. 1802. in which a motio1 


made that the five leading journals of the country be invited to send report 


to the meetings and that notices of the meetings be sent to such journals 

looking at the list | saw that “lo, Ben Adhem’s name led all the rest” for 
first on the list was the Boston \Wedical and Surgical Journal, wpon whi 
was soon to enjoy the position of Assistant Editor. The remainder of 


list consisted of the Medical News of Philadelphia, the Journal of thi 


can Medical 4 lssociation. the New York \/edical Ri ( ord. and the Ne \\ \ 


We dical Journal. 
Ata meeting in the late eighties Doctor \W yeth moved that “a t1 
of the proceedings of the Society be sent to every medical journal 


country.” The motion was lost 


[ know who attended the meetings and who did not, who had to be 
ciplined and who did not, but, as far as I am concerned, the facts shall ret 
a profound secret. I am not a modern muckraking historian. Thers 
all sorts of salutary regulations about losing one’s membership if on 
read a paper once in so often, and attend a certain percentage of meet 


which must have tended to keep the members up to their work 
helped toward the remarkable success of the Society 
( Ne \\ 


Hospital, the Society began to meet in the old Academy of Medicine 


\fter several years of meeting in the Governors’ Room of tl 


now I presume enjoys the luxurious surrounding 
at present. 
I think perhaps the most interesting way to take up the contributio1 


some of the members to the surgery of the period will be to speak of ther 


biects of discussion at what seem to be the 1 


connection with the su 
portant meetings. 
This Society was begun just at the time that operations for appen 


were beginning to be done. Although Boston can claim to be the birthy 


so to speak, of appendicitis, it was Charles McBurney, of New \ 


founder of this Society, who gave special attention to the refinement 
diagnosis and operative techni McBurney's point and the McBurne 
cision became bywords. In regard to appendicitis there were notew 
meetings. \t the fifteenth meeting, in 1880, Doctor Sands read a paper 


perityphlitis. On March 3, 1888, Doctor McBurney reported a ca 
perforation of the vermiform appendix in which two calculi (sic) were 


in the appendix, (on October 23, ISSO, Doctor MecBurney’s paper w 


titled, “Experiences in the arly { peration for Abscesses of the Vermit 


\ppendix.”” Doctor McBurney’s work on the appendix was not the 


contribution he made t 


~ 


the duodenum, he suggested the compression of the femoral artery thi 


an abdominal incision in amputations, his were the brains and interest 
built the Syms operating theatre at the Roosevelt Hospital and, in conn 
with the manufacturers, developed the modern pressure sterilizer. 
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surgery In 1891 he removed a gall-stone thr 


s in which we are meet 
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FRED BATES LUND 


In 1892, Doctor Lange, filled with scientific enthusiasm, moved that 
Society purchase a microscope. A committee of one was appointed t 


if the Academy could furnish one to the Society. 


As early as 1889 Doctor Abbe was writing on vegetable plates in intest 


obstruction. In ISS4, at the seventieth meeting, Doctor Halsted report 


the removal of a human tooth from a man’s hand with the statement 


“the evidence was agin him.” 


In November, 1892, Doctor Coley spoke on Bassini’s operation for her 


Ever since then, here and there through the transactions, may be found 


contributions to this subject In connection with Doctor Col vy, the 
note is of interest, “March 25, 1Sgh, report of a committee consistit 


Doctors Stimson, Gerster and Curtis, on the treatment of malignant 


by erysipelas toxins.”” The method was strongly condemned. That the et 


of this condemnation was not permanent may be seen from the contributi 


by Doctor ( oley on the subject which are scattered through the report 
the Society ever since. In fact, it may be said that Doctor Coley’s cont: 
tions to the treatment of bone sarcoma have been a very important 

the work of the Society. 

One cannot forbear to mention the valiant work of Dr. Willy Me 
the surgery of the chest, and his construction and use of the Sau 
Cabinet. Although the cabinet has been replaced by the intratracheal n 
of Meltzer, also a product of New York, its construction and use requ 
a lot of labor and enthusiasm, and was a step in the right direction. D 
Meyer was also a pioneer in the modern operation for cancer of th 
and many other subjects 

On May 11, 1910, Doctor Lilienthal reported the first human thor 
under intratracheal anzsthesia (he remarkable achievements of Torel 
Lilienthal in the successful removal of cancers of the cesophagus wet 
rectly due to this wonderful device of Meltzer. 

\s early as March 23, 1888, Doctor Lange reported a gastro-enter 
for carcinoma of the stomach, which is the first report of this operatior 
I can find in the records. Later, Doctor Brewer, in collaboration with D 
Cole, rontgenologist, contributed to our knowledge of gastric surge 
work, too, marked a step in the progress of our knowledge of infecti 


the kidney, and for many years he was a constant and enthusiasti 


to the Society’s proceedings. 
On December 14, 1904, it was moved that the Society celebrate its tw: 
fifth anniversary by giving a dinner, to which the original members b: 
vited as guests of the Society. The dinner was held, as may be inferred 
the note that at the meeting on February 8, 1905, the treasurer’s report 
anniversary dinner was read and approved. But alas, the dinnet 
reported in the secretary’s minutes. Perhaps some of the members | 


er 


night can tell us about it, for since then all the original members who mi 


have been present then have gone to their reward. 


8 








FRED BATES LUND 


on splenectomy for Banti’s disease. The subject of Doctor Blake's contril 


tion brings up the subject of the part taken by the members of the New Yor! 


Surgical Society during the war and the important place which Doctor Blal 


sanity, brilliance and enterprise gave him in the treatment of fractures, simp! 


~ 


and compound, in the military service. Of the units headed by Brewet 


Peck, John Walker and others, and the services of Pool and many ot 
distinguished men of this Society as consulting surgeons, the New \ 
Surgical Association certainly may be proud. 

[ have said nothing about the remarkable work of Burton J. Lee, at 
Memorial Hospital, on cancer and the treatment by radiation. I have 
entirely forgotten Carrel—who could ?—and the absolutely incalculabl 
he saved by his introduction of the Carrel-Dakin treatment during the w 
his no less miraculous work in the suture of arteries, making possibl 
transplantation of viscera, and the cultivation of living tissue in vitro 

EKlsberg’s work on tumors of the spinal cord must not be forgotte: 
the contributions of Lyle to the difficult field of the surgery of the hat 
industrial accidents. 

In 1919 Chas. H. Peck was president of the Society and on October 
1gi8, read a paper on “Hospitals of the American Expeditionary Forces 

In 1920 Burton James Lee spoke on the “War’s Contribution to G 
eral Surgery.” 

To one who has constantly read the proceedings of the New York Su 
Society and the Philadelphia Academy of Surgery, it was an event 
interest when the two societies in recent years began to combine thet 
ings. Think what a galaxy of talent that produced! The combined meet 
have constantly been successful and the combination of two points 


has perhaps often brought us nearer the truth. 


If I might characterize the prevailing temperament of the N« 


surgeons | have had the privilege of knowing, | would say that they 
characterized by indomitable enthusiasm and energy, and sincere lov 
their profession, qualities which it is easy to see are most favor 
to progress 

Nothing has yet been said about the influence of the members of th 
York Surgical Society in the work of the American Surgical Associatiot 
the other great surgical and medical associations. The sharp debates 
acute criticism and the surgical enthusiasm which has been tostered by 
Society, has enabled them to take a leading part in the proceedings of 
Surgical Association, and numbers of its members, many of them who 
been mentioned in this address, and many of whom are here in person, 
served as presidents, secretaries and other officers of the national associati 

In the eleven years since the war, the work of the Society has gon 
with undiminished activity. Doctor Lilienthal has made many contributio 
to thoracic surgery; Dowd, Matthews, Pool, Walton, Martin, Downes 
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FRED BATES LUND 


and of beauty the real business of his life. Said Schiller: “To speak out once 
for all, man only plays when in the full meaning of the word he is a mat 
and he is only completely a man when he plays. Schiller: Essays Aestheti 
and Philosophical. And if the ghost of Lord Byron will forgive me, I will 


paraphrase a few famous lines of his about a gladiator: 


He heard it but he heeded not—his eyes 

Were with his heart and that was far away. 

He recked not of the learning lost nor prize, 
But where his rude hut by the Raquette lay, 
There where the trout and salmon leap and play, 
There where the sunset’s glowing robe of fire 


Tinges the dark blue wavelets of the bay. 


Among the many omissions in this address have been references t 


invaluable services of the members of the Society in the teaching of surge 


Suffice it to say that the majority of them have been, and are, prof 
in the great medical schools of New York, and many have devoted 
part of their lives to the teaching of their art to students of their profes 


} 


There is no finer way to pay our debt to those who taught us th 


to pass on their teaching, enlarged and modified by our own experienc: 
those who are to follow in our steps. This in overwhelming measure 
members of this Society have done \nd now the time has come 


to an end my discourse, again commending it to you with reference 
opening petition. To the future, this Society may look with hop 
fidence. Suffice it to say that if the same enthusiasm, sound sens¢ 
energy shall continue to animate the Society that have characteriz 
the past, the future will not be unworthy of that which has gone before 
we may well say to the Society, now fifty years young, and proud of 


‘ 


accomplishment of every year, in the words of the great Latin pox 


two thousandth anniversary will be celebrated within a few mont! 
fiftieth milestone, “Macte nova virtute, puer, sic itur ad astra.’ 
Remarks of Presipent Beer, introducing Dr. Wittiam J. Mayo 


There are few clinics in the world that are more hospitable to new 
and to visitors than the Mayo Clinic at Rochester. Dr. William |. M 
made it a practice to visit New York City for long periods over many 


when he was a young man and thus had the opportunity to come into cont 


with many of our original membership. I love to think his reception by 
founders may have contributed to the development of the hospitable att 


phere of the Mayo Clinic. In view of his intimate relations with so many 


ft 


our earlier members. I know of no one better fitted than he is to dwell 


the more personal side of New York City’s eminent surgeons during the 


; 


thirty years of our activities. It is a privilege and a great pleasure to 
duce to you Dr. William J. Mayo, who will address us on his “Perss 
Reminiscences of the Members of the New York Surgical Society 
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WILLIAM J. MAYO 


be mentioned. Philadelphia and Boston were developing an American surgery 
largely on the British concept. 

New York was cosmopolitan. Its population was already showing sig 
of cleavage into groups influenced by their origin and ingrained habits 
mind and training. The increasing differences in thought and practice ma 
the organization of the New York Surgical Society in 1879 necessary { 
proper development of sound surgery We must also take into considerati 
the great advances in medical science which were brought about by the 
coveries of Pasteur, and their application by Lister in the latter half of 
nineteenth century, which was destined to remake American surgery 

It is interesting to visualize the three great European schools of surgi 
thought that so greatly influenced American practice. 


The Latins, as exemplified by the French, because of the rapidity 


accuracy of their mental processes, are leaders of intellectual life. No peop! 
in the world with whom I am acquainted have the same power of alny 
instantaneously marshalling their knowledge and converting it intuitively i 
wise action. Pasteur’s work was of more value to the human race that 


of any other man who ever lived. The names of those who did great work 
the field of modern French surgery are too well known to make mention ne 
sary; yet one must speak of Péan, Tufher, Hartmann, and Championni¢ 
Langenbeck studied in France, and carried home with him the foundation 
Germanic surgery. 


The peoples of the Teutonic nations have a gift for gathering accu 
information, encyclopedic in its nature. If one wants to know all abo 
subject, he will find that the Germans have all the data, staggering and _ sot 
times even confusing in the wealth of detail. [rom this nation came Vi1 


lhe Teutons early accepted the teachings of Lister, and in tact Semme 


a Hungarian, was the first exponent of Listerian methods in continent 


Europe. 
The new régime produced in Germany men of the most extraors 


tinction, Langenbeck, Volkman, Schede, Trendelenberg and von Esmarcl 


name only a few, and in German Switzerland, Kocher. 


In Austria were Billroth, and that famous school of surgeons 
lowed him, of whom von Ejiselsberg and Mikulicz are outstanding 

British medicine by tradition and !anguage is closely related to Ameri 
medicine. England, sound, solid, and conservative, is the home of cl 
investigation. Always is the patient the compass which guides medical 
and clinical investigation thus guided brought Lister to undying fam 

In Scotland the scientific study of anatomy and physiology is at its be 
| have never seen more beautiful dissections than those made by Scottish 
geons, the gift of their careful anatomical training. 

Wales gave us Robert Jones, with whom began modern orthopedic 
gery, in its best sense. 

Ireland has taken an extraordinary part in medical advancement 
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WILLIAM J. MAYO 


Chereafter, each year for several years, I spent six or seven weeks in Ni 
York, as did my brother, Charles. My first course was at the New York Po 
Graduate School in 1884; the next in the New York Polyclinic, in 1885 
Of the many fine teachers in the New York Post-Graduate School in 1884 
with whom I came in contact, | remember best Dr. James L. Little, a mem! 
of the New York Surgical Society. Doctor Little was a large, handsot 
man, with a white beard, and hair somewhat scanty on top. He always look 
well groomed. At that day tobacco was chewed more than at present, and 
have seen some worthy practitioners of years ago whose beards bore evidet 
of the fact. Professor Little was immaculately clean. His hair and be 
fairly shone, and his face was pink rather than congested, as were the | 
of so many men in those days from the use of alcoholic beverages 
Antiseptic surgery was attracting the attention of a few American su 
geons, but generally speaking, the surgery at that time was the surgery 


necessity. ( )perations of expediency were done but rarely. Professor | 


was just beginning to be influenced by the teachings of Lister. His result 
were excellent, because, as was said of Lawson Tait, he was so clean 1 


But the surgeon of that time who impressed me most was Dr. Henry 


Sands. Doctor Sands was a small man, with a gray moustache, and s 
hair on the crown of a splendid head He wore glasses, and whet 


often unconsciously removed and polished them. He was the first pr 
of the New York Surgical Society Sands started in medicine 
ophthalmologist and changed over to general surgery He became 
surgeon at the Roosevelt Hospital, where there was gathered around hi 
brilliant group of younger surgeons, most of whom now, unfortu 
have passed on: Charles McBurney, Frank Hartley, Robert Abbe, 
William T. Bull, all members of the New York Surgical Society. In wit! 


ing Sands’ work, therefore, | early became acquainted with these cot 


master surgeons, whose great careers were just before them 
always had a most kindly feeling for Sands as a man, as well as great 
tion for him as a surgeon. 


the old ope rating room at the Roosevel 


The small amphitheatre o 


pital was circular, and suspended 


so that one went by a little passage 
outlook from which one had a view almost directly down on the opet 
table. The clinics at the Roosevelt Hospital began at two o’cloc! 
afternoon, and I was always there at one o'clock in order to secure a 
seat. The clinics were often prolonged, and sometimes it was half-past si 
seven o'clock or later before they were completed, but there I sat \t 
close of a long day an orderly had brought Doctor Sands a message, and 
received it, he looked up and saw me still sitting in the amphitheatré 
said to me in his friendly way, “I see you sitting here through every cl 
You can go away, but I must stay until my work is over. They tell m 
there is an interesting case out in the surgical ward. Perhaps you would 
to go with me.” I certainly would like to go with him, and I went. 

In the ward was a man with a swelling in the right iliac region, vet 
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wrote all | had to say at that time.” Gerster was a Hungarian, althoug! 
Swiss descent, and he had been trained in the ‘Teutonic school of surgery 

At the same period Frederick Lange, a member and founder of th 
York Surgical Society, was working at the German Hospital and teachi: 
Gerster did, the principles of aseptic andl antiseptic surgery Lange 
write much. Because he did not speak distinctly, he was only a fair te 
but no one could attend his clinics without the greatest benefit He reti 
Germany before the Great War 

Christian Fenger, of Chicago, was a Dane. Like Sands, he was trait 
an otologist and ophthalmologist, and would have been made _ head 
department at the University of Copenhagen if it had not been for his def: 
tive speech. He went to Egypt and from there to the United States 
Chicago he did for niodern surgery what Gerster did for it in New Yor! 

My brother and | soon established an acquaintance with the New 
hospitals and New York surgeons which enabled us to choose the met 


could give us the most. ‘The intention was to travel each year for a cert 


1 


length of time, first at home and then abroad, to study a particula 


under the masters of that subject, and then to take courses in su 


anatomy or physiology or whatever was necessary to enlighten us further 
is a great mistake for a man to go to one clinic after another without n 
a real study of any one his course leads to general information 
often so confusing in the mass of detail that a surgeon cannot go hon 
put into practice the things he has leained. 


I confined myself very largely to the Roosevelt, the New York, Mt 


and Presbyterian Hospitals, sometimes going down to the Bellevue H 
The great work done by Charles McBurney, a member of the New 
Surgical Society, in the early time, at the Roosevelt Hospital, on appet 
which Reginald Fitz of Boston, in 1886, was the first to describe, 
McBurney operation, for removal of a stone implanted in the terminal « 
the common duct, were two of the many scientific contributions whicl 
to McBurney’s great reputation 

William T. Bull, a member of the New York Surgical Society, 


t 11 


the old Chambers Street Hospital in New York, performed the first s 
ful operations for gunshot wounds of the intestine. One of the cele! 
surgeons of the time said that his success was a misfortune because it 
lead other less able surgeons to make disastrous and hazardous attempts 
like Dr. Maurice Richardson, of Boston, had few equals in surgical judgm« 
Frank Hartley, a member of the New York Surgical Society, was on 


We neve! 


the most gifted surgeons in New York, but for various reasons 
quite up to the expectations of his many admirers. 

Robert Abbe, a member of the New York Surgical Society, did most 
ble work in that early time, especially in intestinal surgery, stressing 
larly, as I remember so well, the long lateral anastomosis for int 


1 


obstruction. 
In the New York Surgical Society was one man, William S. Halsted 
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[ have always been grateful to the surgeons of New York, and wish her 
acknowledge the aid and inspiration they gave me. And I have been than! 
for the opportunities which I had of attending meetings of the New \ 
Surgical Society. At first the meetings were held privately; fortunat 
later, they were made accessible to visitors. 

I shall not speak of the living members of the New York Surgical Societ 
but as I look around this audience it is a satisfaction to see so many met 


whom I am indebted for surgical teaching and whose friendship I value hig! 


Remarks of Presipent Beer, introducing Dr. ELLSwortH ELto 
The next speaker on our program, one of our own members, has | 
‘ nd "1 


of the present active members have profited by the teachings that hi 


unique advantage of working with many of our original members, 


passed on to them from his early experience. Last year he was President 
the American Surgical Association, and some years ago was president of 
organization. He has always stood for the best in surgery and for 
ethical standards. We look upon him in these matters as firm as the RK 


of Gibraltar. It gives me the greatest pleasure to present Dr. Ellsworth | 
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; 


with successive charges of powder the rock foundations. .\ somewha 


number of doctors lived on the East side in “Yorkville.” now 86th Stre 
through this region the old Boston Post Road extended upward to 
near the Harlem River for Boston and Albany lhe larger populatio1 
also accounted for by the greater fertility of the soil 

With this primitive condition the hospitals of the city closely correspor 
The two oldest hospitals were bellevue and New York. both long establi 
For a number of years in the eighteen-seventies, the latter hospital was 
when it changed its location, the original building on lower Broadway 
hecome infected with uncontrollable erysipelas. Presbyterian, Roosevel 
St. Luke’s Hospitals, in their infancy, were geographical expression 
than actual entities. Bellevue, even then, was political and democratic, w 
New York Hospital was aristocratic, and for a long time only memb 
New York’s leading families were admitted as internes to its house-st 
remember as a medical student talking with a friend who had succeed 
being appointed an interne to this hospital. He had just imparted this im) 
tant information to a classmate and had met the rejoinder “Gee! but 
must have had a pull!” The attending staffs of these hospitals were 
many interlocking directorates; no member had a continuous servic 
maximum length of service during each year did not exceed thre 
and many had sherter periods. There were no assistant or associate sur 
and the fortunate candidate, when first appointed, was obliged to ste] 
an inconspicuous dispensary position into the acutely active service of 
Members of the Medical Board were not only surgeons but general pr 
tioners as well and did not refrain from indulging, even, in the practic: 
midwifery. ne of the early presidents of this Society, connected wit! 
New York Hospital, enjoyed a great influence in its conduct, whic! 
ascribed to the fact that in the course of his fifty years of service hi 
delivered all the members of the Board of Trustees. 

Now came the magical wand of Pasteur and of Lister and the birt! 
a new surgical era. It was precisely at this time that the New York Sut 
Society came into existence, enthusiastic and eager to promote the advanc: 
what was essentially a new science Not without certain doubting 
arching of the eyebrows was antiseptic and afterward aseptic surgery 


on a sure foundation, a triumph for which, in this city, none deserve 


credit than the original members of this Society. The marvelous advanc: 
surgical technic left scarcely any organ or body cavity intact. The brais 


spinal canal, the thorax, the abdomen and pelvis and the genito-urinary o1 
were all included in the surgical domain. ‘Then came the inevitable spe 


I 


who, one after another, appropriated the different surgical fields, in wl 


even his medical colleague participated, who claimed the surgical treat: 
of empyaema. The justly celebrated internist, Francis Delafield, descril 


in his didactic lectures the technic of incision and drainage with or wit! 
/ the excision of a rib for the relief of this condition. He emphasized 
need of always operating with the patient in a sitting position, without 
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EVALUATION OF CARDIAC AND CIRCULATORY STIMULANTS 
FOR SURGICAL PATIENTS 
By Atrrep E. Puetps, M.D. 
or New York. N. Y 


Witu the exception of hypnotics and narcotics, no class of drug 
probably more frequently administered to surgical patients than is the g1 
comprising cardiac and circulatory stimulants. In view of the fact 
practically all these stimulants and so-called stimulants have been the sul 
of painstaking experimentation by competent investigators, we possess at 
present time a fairly accurate knowledge of the action of these drugs uy 
the circulatory system. 

It is the purpose of this paper to assemble the results of these reseat 
and to present the relative values of the drugs commonly employed as cat 
and circulatory stimulants in surgical shock. 

Epinephrine —Ether anesthesia distinctly diminishes the respons: 
minute amounts of epinephrine, and hemorrhage also acts to lessen 
response to a degree proportional to the lowering of the blood pressu 
Three to four times the amount of epinephrine sufficient to produce a bl 
pressure rise of ten to fifteen millimetres of mercury under normal cot 
tions may be without effect in the exsanguinated ; but the response to a 
dose is uninfluenced either by ether or by hemorrhage.’ 

xperimentally, the administration of epinephrine both intraven 
and subcutaneously increases the cardiac output of normal dogs 10 
per cent. However, the duration of the action is brief (less than 
minutes) and, furthermore, the cardiac output in many instances shov 
tendency to return to a point below the original output, once the brief ef! 
of the drug has disappeared. In view of these facts, it would seem 
epinephrine, if used at all in the treatment of circulatory failure, shoul 
employed cautiously and only as a temporary measure to uphold the pati 
circulation until more valuable procedures, such as blood transfusion, 
be employed. 

It has been found experimentally that the undesirable after-depressi1 
effects of epinephrine on the blood pressure can be counteracted by 
doses of barium chloride which strengthen the heart’s action and sustain | 
blood pressure for some time. 

Caffeine.—It has been recently demonstrated by experiments on 
in which the response to stimulants is similar to that in man, that caffein 
sodio-benzoate in therapeutic doses has no beneficial action on the cat 
output. In fact, the cardiac output per minute is actually diminished, 
the greater the dose the greater is the reduction of the output.* 

Camphor.—Camphor-in-oil, the commonly used circulatory stimulant 
surgical shock, depresses the isolated heart both of the frog and of the rabbit 
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mercury during the injection only to fall to shock levels within fifte: 


minutes.” ™ 

Pituitrin.—Pituitrin is a drug not infrequently resorted to for patient 
in shock. It has a definite vasoconstrictor effect on the vessels in genet 
but it dilates the heart to a very high degree immediately after its administt 
tion. This action, however, is transitory.'* With reference to its us 
shock, early injection of pituitary extract in physiological saline or in 
cose solution often elevates the blood pressure to a normal level, but 
effect never lasts more than one hour, often less, and its administrati 
during the secondary fall of blood pressure is of no permanent 
The intravenous injection of 6 per cent. gum arabic solution in pl 
logical saline alone, or with pituitary extract, tails to produce mort 
temporary results.'* 

Strychnine.—For many years strychnine has been used by clinici 
the assumption that it has a tonic effect on the human heart. Bodo fou 
such action in heart-lung preparations of the dog." 

Alpha Lobelin——Alpha lobelin is occasionally used as a cardia 
as a respiratory stimulant in moribund patients. Experiments show 
this drug raises the blood pressure markedly, but that its effect wher 
istered to animals moderately depressed persists for only about five minut 
while in deeply depressed animals the blood pressure is actually lower 
doses which, in less degrees of depression, will raise the blo «| pre ssure 
addition, experimentally this drug commonly induces a 2:1 heart-blocl 
either large or small doses, and this action persists for some forty 
utes after intravenous injection.'® 

Glucose-Insulin.—The glucose-insulin treatment of shock first adv 
by Fischer has been shown by Padgett and Orr ' to be no more bet 
than treatment with a hypertonic solution of glucose or sodium chlo 
With reference to this form of treatment Andrews and Reuterskiold 
still further and say: “That the use of insulin and glucose in patients 
are suffering from post-operative conditions and are, therefore, dehyd 
is a highly dangerous and useless procedure. In toxic conditions fluid 
fixed by colloids and are not available for physiological purposes. For 


reason the “free’’ water in the organisms is reduced even more than th 


water. This fixation of “free’’ water is physiologically equivalent to di 
dration. Since patients in this condition are starved and thirsty they 

glucose and water. Insulin, on the other hand, tends to lower still furt 
the already low blood sugar. In addition, it is known that surgical s! 


causes passage of fluids from the blood stream to the tissues. Insulin « 
gerates this condition, thus producing a vicious circle. In other word 
more the blood is concentrated the more insulin acts and the more the 
is concentrated.” 

Digitalis. Accurately controlled experiments by Bodo clearly det 
strate that digitalis increases cardiac tonus, that is, enables the heart to ex} 
the same amount of blood as before, with a smaller heart volume, wher 
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TREATMENT OF PITUITARY TUMORS: THE ROLE OI] 
THE RONTGEN-RAY AND OF SURGERY THEREIN 


By Epwarp Bancrorr Towne. M.D 
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ray treatments in March, April and Ma Visual acuity and fields failed rapid 


was a complete bitemporal hemianopsia April 5, with V. O. D. 20/s0, V. O. S 


June 6, the field of the left eye had disappeared (Fig. 2 June 13, 1927 
sphenoidal approach, a small cyst containing about three or four cubic centi1 
chocolate colored fluid was evacuated, and fragments of solid tumor were curett 


h 


Improvement was rapid, so that when she left the hospital, fifteen da 


both nasal fields were normal, there was some restoration of temporal fields 


and V. O. D. was 15/40, V. O. S. 15/70 The eyes continued to improv 
months after operation (Fig. 3), and then slowly failed. In January, 1928 
LL Dee 13,1926 TS mem. whit L.L. June 6, 1927 i. mm. white 
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was again as in Fig. 2. The patient died July 7, 1928. Autopsy showed 
tumor (Fig. 4) was riddled with smal! sts, but that at least four-fiftl 


was solid. 


The Rontgen-ray gave an extraordinarily good result in this cas 
a five-year cure, the recurrence was apparently due to the development 
numerous small cysts in the tumor. There could, therefore, be no r 
to further Rontgen-ray, and surgical evacuation of the presenting sn 


resulted in only temporary improvement 





Case I].—Restoration of 3 pla sual a ty and fields y Jeontges 
Recurrence after two years, eight months; failure of Réntgen-ra) Pron 
after evacuation of cyst, lasting to date, thre. ars after operation. 

The complete record is given under Case II of the previous report EK. R 
aged forty-two years, was seen in May, 1923. complaining of loss of visio 
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might have been saved if the operation had been done a month or two eat 


However, useful vision has been retained for three years since operatio1 


Case III (I am indebted to Dr. Emile F. Holman, of San Francisco 
sion to report this case.) Bite) 1 nuanopsia not im ved by Ron 
ment; condition stationary three and third years late) hberation refused 
O. B. E., a man aged thirty-two years, was seen in consultation with Dr. | 


Holman, February 25, 1926. He had been referred to Doctor Holman by Dr. K 
Martzloff, of Portland, Oregon. Loss of the temporal field of the left eye was 


the patient in April, 1925. Examination at that time showed a positive W 
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reaction in the spinal fluid, an enlarged sella turcica, bitemporal hzmianopsi 
a large scotoma in the left temporal field involving the central area, V. O. D 
V. O. S. 15/200, blurring of the disc margins and tortuous retinal veins (Dr 
Dykman). Under vigorous antiluetic treatment the visual fields shrank, and in J 
1926, Doctor Dykman reported a complete bitemporal hzemianopsia except for 
in the lower right temporal field. Doctor Holman’s notes in February, 1926, 
fact that there had been diplopia for six months. The r6ntgenogram showed an enl 
sella, V. O. D. was 15/20, V. O. S. 15/100, and there was a nearly complet 
temporal fields (Fig. 8) [ advised Rontgen-ray treatment, warning the | 
operation would be indicated if there were further loss, or no improvement 
five months. He was treated once a month for twelve months. There was 


except that headache and diplopia disappeared, and the lower temporal field of 
eye was lost. The patient was seen by Doctor Holman in June, 1927. [xa 


showed that the bitemporal loss remained complete, and that V. O. D. was 
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In this case treatment was stopped after the fifth series, when th 
slight improvement appeared. This was done because of our experienc 
Case II, in which, although the visual fields widened after the third set 
nine more were given in the next ten months, and it seemed possibl 
overtreatment might have caused the cystic degeneration in the tumor 

Technic.—Most of the Rontgen ray treatments in these cases wert 
by Dr. W. E. Chamberlain and Dr. R. R. Newell at Stanford Unive: 


1 


Hospital. As the technic was gradually developed certain changes were 1 
but the methods used in Case V are representative of what they now 
and practise. Doctor Newell has kindly furnished the following sum: 


the treatment in this case: “Mrs. W’s program of X-ray treatment was 


filtered X-ray (lambda effective equals 1.17 Angstroms) to each of five 
each temple, forehead, vertex and occiput, given every month. Thes: 
divided among three days on each monthly series. The areas were 9 x 9 
and the tube distance 31 cm.” 

Discussion.—The only reason for presenting such a small series 
secutive cases would be that the results, observed over a sufficient 


period, show clearly that the treatment employed is preferable to tl 
erally used. Does a review of these five cases indicate that the initial 
Rontgen-ray gave better results than might have been expected 
initial use of surgery? Knowing that most, if not all. solid tumors 
currences within two years, it seems highly improbable that normal fiel 
vision could have been restored for five years in Case | by any oper 
method. The patient’s poor condition, and the size of the tumor as re 
by areas of calcification, caused me to re fuse to undertake Surgery | 
Rontgen-ray treatment, with little hope of a favorable result. In Case | 
result of Roéntgen-ray therapy was excellent for nearly three years, 

have lasted indefinitely if the treatments had not been kept up too lor 

is assumed that overtreatment caused the cystic changes in the tumor. Per! 
primary operation would have also given, at a greater risk, a cure for mn 
three years, but there is no reason to believe that the cyst degenet 


ward? 


which made the case so favorable for surgery, would have taken place 


z S 


Rontgen-ray treatment. If there is a cystic tumor, as suspected in 


primary operation would have been preferable. As soon as it was seet 
conditions were remaining stationary under Rontgen-ray treatment, oper 
was strongly urged, and refused by the patient. The subsequent course s 
that the chance of saving useful vision was not compromised by the Ront 


ray treatment. Case 1\ proves nothing, as there was no important result 
either method of treatment because of advanced optic atrophy. In | 

the perfect result to date, two and three-quarters years after treatment 
started, is better than one would expect from surgery. It appears, ther 
that of the five cases, in one the condition was too advanced to be help 
any therapy, in another the patient refused surgery when Rontgen-ray 

and in three the results of Rontgen-ray treatment were better and safer 
could have been expected from surgical treatment. Of these thre 
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from Rontgen-ray treatment, and show that if the result is not good 
tumor, favorable for surgery, may be diagnosed. 
5. The present custom of following surgery immediately with Ront 


ray treatment contuses the issu lhe two methods may be used sey 


without jeopardizing the patient’s chance for a cure. 
6. It is proposed that all pituitary adenomas be treated by Rontget 
under the observation of the opthalmologist and the neurosurgeon, tl 


treatment be stopped as soon as improvement begins, and that surge 
undertaken short of six months only when visual acuity and _ field 


under Rontgen-ray treatment 








GIANT CELL TUMOR OF THE SPINE? 
By José V. Santos, M.D. 
or Cuicaco, ILL. 
HE SURGICAL CLINIC OF THE UNIVERSITY OF CHICAGO 
lie following report of giant cell tumor of the spine merits recording 
for three reaso1 l‘irst, it is relatively uncommon in the spine; second, its 
diagnosis 1s not easily made, and, finally there is a marked destruction with 


collay se of th ittected vertebra 








D. G., mal te, age twenty-seven, married, was brought to the University of 
Chicago Clinic \ 16, 1928, on account of pain in the left groin and lower part of the 
back wl ( for nearly five months 
here cK tne cl elop ent 

t! Die | dull a ( i that time 
lat au t i is sleep at ht or his 
ictivil I t the last tew days 
r he lett d 
} ich ¢ re ‘ ] tT eep He 
valked the é t: during the 
t evel bot el 1 
\¢ le ett i 
VTLCe t € pall 
, the rite 
icle ( 1 el re treel 
e cl eC somet ie | recome 
loose b ensations 
vn both | " \bdor il rigidity 
n developed the last twenty-four hours 
( 1 be 1 b rinat ad detecate In 
e evi he be { mopla { burning s¢ 
t t] SCI d buttocks wit pall 
endern n | er the first and second 
lumbar vertel H temperature rose t t the lu ‘ neae 
eft The 
100.2 | otal leu te count was 17,000 witl ti surtaces are preset N new 
‘4 per cent. poly ry nuclears (On examina 
tion, the patient was feverisl Hy mplained of incontinence, inability to move the 
bowels, numbness of the right half of the abdomen above the pubis and weakness of both 
legs. Voluntarily the abdomen and back muscles were held in a rigid state here was 
slight stiffness and tenderness of the spine especially over the first lumbar vertebra with 
spasm of the luml muscles. The right hip showed marked limitation in flexion, extet 
sion and adductio1 Abduction was impossible Internal and external rotations were 
slightly limited. The left hip had practically a normal range of motion. Both legs were 


weal Active ri ements ot the rig t knee were impossible: the left could not be flexed 


but could be extended The patellar tendon reflex was absent on the right and weak on 
the lett Bot] | eC | icks were absent Achilles tendo! reflex and abdominal Te fle xes 
were absent. Cremasteric reflex was negative on the right and weakly positive on the 


left There was a slight diminished sensation to touch downward from the right groin 


* This work has been conducted under a grant from the Douglas Smith Foundation 
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Sensation to cotton, pinch and pressure was normal over both legs Cher 
anzsthesia for touch around the penis, perineum and scrotum which reached cd 
medial side of the right thigh to the extent of four fingers. On the left, this « 
only to about three fingers’ breadth on the 
medial aspect of the thigh. In additio1 
findings there was also hypozsthesia 
over the buttocks for about three finger 
around the anus. July 6, 192 \ ront 
examination of the spine revealed a gross « 
tion of the body of the first lumbar verte 
crushing and resultant anterior angula 
spinal column The left transvers 

the left root of the vertebral ar 
destroyed No changes in the twelft 
and second lumbar could be mac 
was no evidence ot new bone p1 
d 


exact rontgen-ray lagnosis of thi 
he bone lesion in the vertebra could 
(Figs. 1 and 2 

In view of the neurologic sym] 


rontgenogram of the spine, it was 





a decompressive laminectomy under at 
diagnosis ot a metastati maligt alt 
Fic. 2.—July 6, 1928. Tateral view. TI known primary origin or tubercul 
site of the lesion is indicated b ’ 1 ‘ : 
tebra Inasmuch as the compress 


were of short duration it was felt that such an operation should be done 
possible. Exploratory laminectomy was performed July 4, 1928, under ethyl 


The spines and laminz of the | 
twelfth dorsal, first, second i 
and third lumbar  vertebrz 
were removed. Immediately 
upon removing the spinous 
process and laminz of the 
first lumbar vertebra a purple, 
dark mass came into view on 


the dorsal aspect of the dura 


mater. Inder the spinous 
processes, this extended as 
low as the second lumbar and 
as high as the twelfth dorsal, 
beyond which limits normal 
dura mater was seen. The 
mass was easily separated 


trom the dura to which it 





was not attached; and ex 


tended into the body of the : SSS ee yap ee 
vertebra, which was eroded tion showing numerous giant cells of 
P t rked] hemorrhagicstrom 

and destroyed, and invaded 


the muscular tissue. The lateral boundaries were found and freed, but it was imp 


to remove completely the tumor lying in front of the spinal cord. It was reported 


pathologist to be benign giant cell tumor. (Fig. 3.) The usual closure of the woun 
made. Convalescence was uneventful, and the patient was dismissed on February 16 
As a precautionary measure, a course of six deep X-ray was carried out Phere 
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GIANT CELL TUMOR OF THE SPINE 
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In reporting a Case OT 2lal ce tumo 
ot the vertebra [LEWIS In 1924, reviewer 
briefly the histories of sixteen cases 


from the literature 





, , ; 
also been found 


Rox 1903 1 Case Phis 
} t ( tw ¢ re t age wh ot ‘ 
pa the small { the back . Chre : 
ears tel tumor was cisce ered 1 { 
; nvolving the spinal lumbar regi Biops 
Late Note angulat | 
nd the disy of this mass was made and reported by Doctor 
Brooks as typical giant cell sarcoma. Signs of ] 
paral ippeared d rapidly imcreasec Injecti of pure erysipelas toxins was beg 
but had t be disco1 ued three months later as the reaction became violent 1 hie was 
complete motor and sensory paralysis below the waist and incontinence 1 ind feces 
He was in a pitiable and hopeless condition [wo months later, howevet ement 
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i] 
began to occur, and eight months after the biopsy, all the distressing sympt 
disappeared. The tumor in the back was still present and had slightly decreased i1 
nd the patient had slight night frequen 
urinations. He was able to sit up and wall 
CAMURATI (1927), I case his w 
twenty-five years old who was see! 
plaining of pain in the neck subsequent 
turning ot the head to one sid On ¢ 
there was tound marked spasm ot the 
of the neck and pronounced tender 
| second cervical spine Sensibilit 
| were normal Rontgen-ray examinat 
| cervical spine disclosed fracture at the | 
notch of the epistropheus with anteri 
| ot the Atlas. He wore a celluloid collar 
a vear atterwards was apparent! vell. On M 
7, 1015 e be n to « plain ip 
dithcult deglutition, anarthria and spl 
turbancs Qn examination, the foll 
found: spastic tetraple@ia, ‘anesthe 
superior thoracic region and antet 
the neck patellar tendon reflex: el 
A ' , or ee a oe 
Fic. 6.—Réntgenogram taken seven months @te(, Cremastric al abdominal reflexe 
i b nt nals go age lag hy of inkle clonus, Babinski and Oppenl 
ossification. The left transverse process of exaggerated on both sides Ronte¢ 1 
the second lumbar vertebra is nearly zg 
ition of the cervical spine at this time 
marked atrophy of the first cervical vertebra with zone of rarefaction in irregul 
On March 31, 1915, the patient died from bulbar paralysis. Necropsy revealed gia 
tumor involving the first cervical vertebra 
Apson (1928), reported two cases published 
under the title of “Osteitis Fibrosa Cystica of the 
Spine.” The first case was a boy aged fourteen 
years, who was seen with paralysis of the lower 
extremities Six months before admissicn, he 
started to have pain in the right side of the lower 
dorsal spine, tollowed 3-5 months later by diff 
culty in urinating, incontinence of the rectal 
sphincter, numbness over the legs and lower 
abdomen, complete paralysis of the lower extrem 
ities and loss of sensation below the umbilicus 
The reflexes below the tenth dorsal segment were 
exaggerated, more so on the right than on the 
left. ROntgen-ray examination of the dorsal and 
/ ; 


lumbar spines revealed destruction of the right 
half of the tenth dorsal vertebra with circum 
scribed shadow between the tenth and eleventh 
ribs, suggestive of tumor. Exploratory laminec 
tomy exposed an extradural mass which involved 


the laminz and transverse processes of the ninth 





and tenth dorsal vertebrz (right side), and part 


of the tenth rib on the same sick The diagnosis of a benign foreign-body giant 


tumor with hemorrhagic cyst formation was made. A course of deep Coolidg: 
rontgen-ray treatment was subsequently carried out. Nearly two years and nine n 
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fine, fibrillary lines of ossification within the tumor. A secondary collapse ot 
the vertebral body, as in this present case, however, has not been note: 
before. The above case emphasizes the importance of biopsy in establishing 
a diagnosis and demonstrates that where there is marked destruction a1 
collapse of the vertebra, rontgenogram alone would not be of much diagnost1 
value in differentiating it from metastatic malignant lesion. 

There are certain striking features of this condition which merit carefu 
scrutiny and discussion. The lesion, occurring relatively more frequently 
the lumbar spine than at the other portions of the spinal column, shows greate1 
tendency to increase rapidly and heal more readily by ossification, spor 
taneously or following partial removal, when located at the cervical ar 
lumbar spines. All the cases where the lumbar and cervical vertebra form« 
the site of the lesion reveal extension through the vertebrz into the surroun 
ing musculature with the consequent formation of palpable soft mass withn 
a year of the onset of the symptoms. Subsequently an extensive ossificatior 
of the lesion generally occurs spontaneously or following an incomplet 
removal. In a way, this would indicate that they differ in some respect 
from the giant cell tumers occurring in long bones, which as a rule do 
ossify, although ossification is also often noted following fracture (patholos 
cal) through the site of the lesion. This fact and the frequent occurrenc 
early and extensive ossification of giant cell tumors located in the lumb 
and cervical vertebra, which are undoubtedly the most mobile portions of 
spinal column, is so striking and suggestive that one is tempted to resort 
stress and strain as a probable cause of the enhanced ossification 

Urinary disturbance is one of the most distressing and persistent symy 
toms in these cases. In four of the six cases where this symptom was note: 
the disturbance finally disappeared from one to three years after the parti 
removal of the lesion. One case, however. had persistence of the bladder at 
rectal disturbances nine and one-half years following an incomplete remoy 
of the lesion. Death, probably from an ascending urinary infection, occurré 
in one case. On the whole, therefore, although the urinary disturbance hi 
a tendency to hang on it ultimately disappears; and, whatever danger ther 


may be of a subsequent grave ascending urinary infection is but slight 


CONCLUSIONS 


t. Giant cell tumor of the vertebra may lead to destruction and collaps 
of the affected vertebra. 

2. Biopsy is the only certain method in establishing a diagnosis 
3. Twenty-three cases of primary giant cell tumor of the vertebra ar 
found in the literature. 

}. Ossification of the lesion is early and extensive when the lumbar an 
cervical vertebre form the site of the tumor. 


5. The associated urinary disturbance ultimately disappears in most cases, 


although it may persist for a long period of time. 
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SARCOMA OF THE THYROID GLAND 


By Istpore Arons, M.D. 
or New York, N. Y. 


FROM THE RADIUM THERAPY DEPARTMENT OF THE FLOWER HOSPITAI 


MALIGNANT disease of the thyroid gland is admittedly infrequent. O 
this small group, the epithelial tumors predominate over those of mesoblasti: 
origin. The thyroid anlage is an entodermal derivative, which shares, wit] 
the remainder of the alimentary tract and its allied organs, a rare dispositio1 
to sarcomatous development. The gross anatomic appearance, the ag¢ 
incidence, and the clinical course of thyroid carcinoma and sarcoma are s 
similar that it is almost a clinical impossibility to differentiate preoperative! 
between them. 

Incidence of Thyroid Sarcoma [here is considerable disparity of opi 
ion among authorities concerning the frequency of this disease. Kochet 
stated that the thyroid gland is one of the chief seats of “acute” sarcon 
Per contra, Craver * says, “the occurrence of true sarcoma of the thyroid 
man is doubtful.” However, in nineteen of his histologically proven cas 
seventeen were carcinomatous, one was round-cell sarcoma, another w 
small spindle-cell sarcoma. In 1g02, Ehrhardt '' was able to collect ninety 
nine case reports of thyroid sarcoma together with 150 carcinomas of the 
same organ. This ratio does not exist in the papers of later authors. Herbst 
reported that of 290 patients with malignant disease of the thyroid g! 
seen at The Mayo Clinic between 1901-1921, nineteen had sarcoma. Simpsor 
examined microscopically 1449 extirpated thyroids and found only fifty carci 
nomas and five sarcomas. Muller and Speese *° collected the literature covet 
ing 117 cases of sarcoma of the thyroid; of these 30 per cent. were of the 
spindle-cell type, 23 per cent. were round-cell sarcomas and 17 per cent 
were mixed-cell sarcoma. Speese and Brown ~*~ studied 426 lesions of the 
thyroid gland, among which carcinoma occurred nineteen times, and sarcon 
three times. Bloodgood * found nine carcinomas and only one sarcoma i1 
148 thyroid lesions, surgically removed. Limacher '? in Berne discovered 
forty-four sarcomas and thirty-eight carcinomas of the thyroid gland in 7641 
autopsies. For his study of malignant disease of the thyroid gland, Louis B 
Wilson,®” in 1921, included European and American reports to total 991 ma 
lignant epithelial tumors and 195 sarcomas. The ratio of carcinoma to sat 
coma is variously given as ten to one, or even four to one (Tebbutt and 
\V oodhill * 

A:tiological Factors ——The greatest incidence of thyroid malignancy occut 


in those particular geographic areas where endemic goitre is prevalent. This 


is an agreement with the general observation that malignant neoplasms hay 


tendencies to develop in those tissues or glands which have been involved 
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The local manifestations of cancer of the thyroid usually preced 
symptoms of altered thyroid function. The first notable sign is some chai 
in the physical characteristics of the primary benign goitre, particularly whe: 
such a goitre becomes hard, bossy, nodular and irregular. Suspicion is imt 
diately aroused by the rapid and steady increase in size of a_ previou 
quiescent goitre in a patient over forty years of age. 

The presence of outlying hard palpable lymph nodes is suggestive 
for diagnostic confirmation one of such nodes may be removed and examin 
histologically. This procedure aids in determining the treatment 
employed; if the tumor is inoperable, the histological picture of th 
metastases determines the expectation of response to irradiation 

Enlargement of subcutaneous veins over the tumor is a late finding 
is not of frequent occurrence. Fixation of the tumor to the skin is 1 
frequent in sarcoma than in carcinoma but, at the most, is a very late 
uncommon phenomenon, as is ulceration. After the capsule of the thyroid 
been perforated, decreased mobility of the gland soon occurs, so that 
palpating fingers detect the fixity of the thyroid growth to the trach 
larynx, which often move with the tumor 

Although the major portion of the thyroid may be involved in th 
matous process during the terminal period of the disease, the symptoms 
hypothyroidism are never in evidence. Tremor, palpitation, loss of weig! 
tachycardia, increased metabolic rate, in fact the Basedowian syndrom 
clusive of exophthalmos) may accompany a small percentage of sarcot 
of the thyroid. Tillaux ** found typical symptoms of exophthalmi 
(except tachycardia) in a case of sarcoma of this gland. \fter ret 
of the sarcoma, the toxic symptoms disappeared, but the patient died 
with metastases. 

The appearance of neuralgic, radiating pains has been known to prec¢ 
the local appearance of the tumor, but this is not the customary seque1 
The pain radiates from the neck up the side of the head to the ear (N. 0 
pitalis major), or down into the shoulder and arm. It is usually a unilate1 
pain. It is due to the manifestations of deep growth and pressure upot 
involvement of deep cervical nerves 

Dyspneea is a frequent symptom and is produced by sabre-sheath steno 
of the trachea. Lateral radiographs of the neck demonstrate very clearly 
antero-posterior compression of the trachea and the chondro-malacia of t! 
tracheal rings. The sarcoma may penetrate the trachea deep enough to pr 
duce bloody expectoration. The hoarseness which sometimes occurs 
caused by vocal cord paralysis (laryngoplegia) from involvement of 
recurrent laryngeal nerve in the tracheo-cesophageal sulcus. In such an event 
laryngoscopic examination is important because benign goitres do not fr 
quently produce paralysis of the vocal cords. The brassy or “goose” cous 
which accompanies many aneurysms of the aortic arch, occasionally 


symptom of malignant disease of the thyroid. 


If the growth begins on the posterior aspect of the thyroid, a dysphag 
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volve the interacinous connective tissue and trabecule of the glands ‘2 
thyroid vesicles or acini are surrounded by this tissue growth, which rare! 
intrudes into the lumina. The parenchymal cells of the acini are squeez 
within the new tumor tissue and eventually undergo pressure atrophy and ri 
placement by neoplastic cells. A small portion of these so-called fibré 
sarcomas may have a neurogenic origin, although this is difficult to prov 
without necropsy evidence of visceral neurofibromatosis. 

Histogenetically the mixed-cell sarcoma of the thyroid may be identi 
with the spindle-cell type. Microscopically it is characterized by the presen 
of large, polyhedral cells, which tend to be clumped in certain areas. TI 
nuclei are large, irregularly shaped, frequently budding and have a hea 
chromatin content. Langhans cells and cells approaching the myelopax tyy 
may be scattered throughout these tumors. Are these giant cells the ordinat 
foreign-body types of giant cells or are they derived from endothelial cells 
the parietes of the blood vessels? Probably the latter hypothesis is correct 
these giant multinucleated cells seem to line vascular channels having no othe: 
endothelium. 

Concerning the carcino-sarcomas, L. B. Wilson *® has this to say: “Be 
side their connective tissue elements in which any form of sarcoma cell n 
be the dominant one, although it is most frequently the spindle-cell type 
there are also almost invariably present large or small groups of parenc!l 
matous cells which show that they are also proliferating. Whether or not 
neoplastic process started with the parenchymal elements which were late: 
destroyed by a secondary proliferation of the connective tissue elements, 
whether the process from the beginning was a proliferation of the connectiv: 
tissue elements with only secondary stimulation of the parenchymatous cell 
as they are gradually squeezed out, it is impossible to say.’’ Masson '* recog 
nizes a tumor called epitheliosarcome, which in the beginning is a thyrow 
carcinoma, but the stroma of which acquires sarcomatous properties and pro 
gressively outgrows the epithelial elements. This is not inconsistent with 
similar neoplastic occurrences, such as the occasional association of sarcom: 
of the uterus with corporeal adeno-carcinoma and the coexistence of sarcon 
and adeno-fibroma of the mammary gland. 

Metastases —Binnie * reported a primary sarcoma of the thyroid wit! 
metastases to the humerus and to the small intestine. Morf reported tw 


instances of metastases to the gastro-intestinal tract among a series of fort 
collected cases of sarcoma of the thyroid. Kobler '* studied a spindle-cell 
sarcoma of the right thyroid lobe, which metastasized to liver, right kidn 
and upper ileum. Pick ** observed metastases in lungs, heart, liver, stomach 
intestine, pancreas, dura mater and palate from a spindle-cell sarcoma o 
the thyroid. Becker? reported a giant-cell sarcoma of the thyroid whic! 
metastasized to lungs, pleura, and bronchial lymph glands. Muller and 
Speese *° observed metastasis to the liver from a fibro-sarcoma of the thyroid 


ly 


vel 


It seems that sarcoma of the thyroid gland metastasizes chiefly to lungs, 
bone, kidneys and gastro-intestinal tract. 
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by X-ray can be given to the limit of skin tolerance. In post-operative cass 
such treatment should be withheld until the incision is healed. 

The Surgical Treatment of Thyroid Sarcoma.—The cures reported 
sarcoma of the thyroid occurred in those instances where the discovery 
sarcoma was made by pathological examination after an operation for pr 
sumably benign goitre. This represents malignancy in a preclinical st 
and naturally is the only type which affords a happy prospect of cure. St 
other sarcomas slightly more advanced in degree, are only identified 
recognized as such when the surgeon attempts to remove them. 

\ radical operation for palpable, extensive and clinically malignant tun 
of the thyroid gland is impossible, because the entire thyroid gland with 
parathyroid bodies cannot be completely removed. However, surgical tre: 
ment, palliative in nature, such as tracheotomy and lobectomy are justifi 


as such measures tend in certain cases to prevent or delay death by the lo 


effects of the tumor. Block dissection of the lymph glands of the ne 
not as important a procedure in sarcoma as in carcinoma of the thyroid 
this cannot always be foretold even with the help of frozen section biopsi 
diagnosis, in the event that a one-stage operation is planned. 

The best incision for exposure is the usual semi-lunar one Phis 
mits the insertion of a tracheotomy tube also, if this is necessary lt 
tumor is definitely unilateral, some surgeons occasionally make an incisi 
along the anterior border of the sternomastoid muscle. ne entire lobe 
half the isthmus (all within an intact capsule) are removed. No attem) 
should be made to enucleate the malignant tumor. The surgeon must 
particularly cautious about ligation of the veins because of the danger 
sarcoma-cell embolic metastasis 

Results —Patients with sarcoma of the thyroid proceed to a more raj 
lethal termination than do those with carcinoma of the same gland 
usual expectancy is two or three years after the inception of the dis 
Herbst '* makes the following comment: “The mortality, then, is practi 
100 per cent. It seems that sarcoma of the thyroid proceeds to a fatal e1 
about as rapidly as any malignant condition known.” <A. Kocher '” st 
that sarcoma of the thyroid recurs in 100 per cent. of all cases subjected 
operative removal. Wilson *° gives six months as the average post-operati 
length of life for sarcoma of the thyroid gland. This disease, then, is aln 
invariably fatal and the cures by surgery alone are fortunately accident 
rather than consciously intentional. 

Case Report.—H. D., a male, aged 56 years, applied for diagnosis and treatm« 


\ugust 14, 1928. 
Family History —The patient was one of thirteen children. All of these wet 


good health with the exception of the patient and one sister who died of some obs 
disease. There was no history of cancer in the immediate family. His mother 
of senility, but had a life-long adenomatous benign goitre. His daughter has a sli 


enlargement of the thyroid gland 
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lying tissue. The mass was irregularly nodular. On section, the cut tissue was 
ish white. At one pole was a partially circumscribed ovoid mass 3.5 centimetre 
diameter showing an almost stony hard consistency. Fresh sections showed an appar 


striated whitish tissue with numerous translucent areas and many yellowish foci 
of which gritted on cutting The remaining tissue of the mass surrounding the 1 : 
appearance Dut ta sotter consistency ‘J here was no evi 


described was of similar 


of thyroid tissue in this mass he cut tissue on handling exuded a small a 


translucent glairy fluid Attached mass was a small lobule. 2 x 1 
metres, of pinkish thyroid tissue which appeared continuous with the under] 


tissue described above and which showed small irregular strands infiltrati: 


There was a small if 
scribed discret ipl I 
secondary I lule 
white tissu The tl 


fourth pieces 
small in size and sit 
the tissue describe 
primary mass 


Tissue tor f1 





examination was take 
the large nodul: 
like mass described a 


trom the remainder 


site pol 
tions pre sented esse 
identical histological 
rhe predomuinat 
a completely nor ll 


coarsely fibrillar 





Fic. 2.—Post-operative film of chest on November 9, 1028 trophic and hyper 
showing lung metastases, displacement of trachea with soft tissue polymorphous nuclei 
swelling anterior to it 

dominating fort he 
form. An occasional mitotic cell é n every two or three micros 
Some of the nuclei showed pyknosis he fibrils ran in every direction forn 
interstitial spaces, some of which sl ed a pale greenish blue stain (muci 
There was no demarcation between thi n-cellular and cellular tissue, the latte: 
being continuous with the non-cellular tissue and showing a diminishing ext 
nucleated fibrils from the cellular into the non-cellular area 

Sections for paraffin preparation included six representative areas covet 
tire specimen. Most of these section showed a coarsely fibrillar and collagenous 
pact nucleated tissue which appeared uniform, solid throughout The nuclei 
tissue showed extreme variation in size and shape, some being hyperchromati: 
vesicular and many of the nuclei showing pyknotic changes There was a considet 


number of multinucleated cells. From many of the nuclei coarse eosinophilic 


could be seen extending from the poles of the nucleus, in some instances 
This tissue in some sections showed very marked mitotic activity and multiple 


tered discrete areas of loose, areolar, nucleated, finely fibrillar tissue suggesting 


secretion. There were also multiple scattered discrete areas of non-nucleated 
Section of the growth in t 


tissue suggesting necrobiotic chang he regi 


~ 
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increasing the dose by one minim. On December 3, 1928, the patient's temperaturs 


100.4 F. without toxin. There was continual loss of weight and strength 

December 5, 1928.—The patient now complained of severe pain in the luml 
region, radiating along the spinal column. The hemoglobin was now 68 per cent 

December 9, 1928.—A rapidly growing recurrent radio-resistant tumor mass 1 
appeared on the right side of his neck \nother blood transfusion of 1000 cubic cent ’ 
metres was given, but the patient continued weak and complained of severe pain 
laryngo-tracheal infiltration of the sarcoma was now sufficient to cause severe dyspna 

December 17, 1928.—He now vomited dark brown fluid and expectorated bright 
sputum. 

December 20, 1928.—The liver was grossly enlarged; it extended into his pel 
The pain in neck and back became excruciating. 

December 26, 1928.—Hzmaturia was now apparent At this stage, ther 

; 





Fr 4._-High power photomicrograph of Fic. 5 Invasion of thyroid sul 
fibrosarcoma of thyroid lliustrating the pre fibrosarcoma with resultant § displacement 
lominant fusiform cell pressure atrophy of the thyroid aci1 


obviously metastases of the lungs, bones, liver, kidneys gastro-intestinal tract and cervit 
lymph nodes. 

December 28, 1928.—Exvitus lethalis. Death occurred sixteen months after the ons 
of recognizable signs of increased growth of the goitre, and three and one half mont 
after operation. Necropsy was refused 

Post-Operative Irradiation—W ith the high-voltage X-ray he was given the foll 
ing number of treatments over each area (period September 26, 1928, to November 
1928) A-1, B-1, C-12, D-5, E-6, H-3, M-3, N-3 


With external radium therapy the following applications were given, on Octol 
22, 1928: (a) To neck anteriorly, one centimetre distant, two millimetres of brass filt: 
tion, 3,120 milligram hours. (>) To left chest anteriorly at 1 centimetre distance, sat 
filter, 3,650 milligram hours. (c) To left chest anteriorly at two centimetres distai 


same filter, 7.440 milligram hours 
SUM MARY 
Kibro-sarcoma of the thyroid gland is a rare and fatal disease. The 
initial response to irradiation may be favorable, but the sarcoma rapidl) 
metastasizes by the blood vascular system to thoracic and abdominal viscet 
\ typical case of this malady is herein reported. 
We have recorded seventeen cases of sarcoma; seven in males and tet 
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disease successfully, can under the new and changed circumstances overcon 
and heal or arrest the tubercular lesion. We do not remove the diseas« 
tissue. He is still suffering from tuberculosis and must undergo a moré 
less prolonged course of treatment to effect a cure. 

\ll these operations place an added burden on an already sick pers 
and therefore in contemplating an operation in any case, we must considet 
two factors: Can the patient withstand the immediate shock of the ope1 
tion, and will the procedure so influence the lesion that it will be able to he 

The operations we have under consideration are first, the thoracoplasti 
collapse of the lung by means of the subperiosteal, and therefore the ext 
pleural, removal of the posterior portions of the ribs from and includi 
the first to the tenth or eleventh; and second, the division of, or removal 
a portion of, the phrenic nerve, where it lies on the scalenus anticus mus 
in the neck. We shall consider this latter only in connection with cases 
which rib resection has been already performed, or in which such an ope 
tion is contemplated. The consideration of its value as an independent 
procedure would lead us too far afield in this paper. 

We are in complete agreement with those writers who believe that 1 
thoracoplastic operation should be done in two or more stages, and that it 
hazardous to remove all the ribs at one stage. We attempted the latter duri 
our early experience with discouraging results. There was a 25 per cent 
operative mortality within the first two weeks post-operative, and 14 per cent 
late mortality. It was simply a question of too much operation. Even 
some of the cases in which the procedure was divided into two. stag: 
we have had the same result It is always a temptation to continu 
an operation if the condition of the patient at the time is reported excellent 
but in these cases it is better to err on the safe side as otherwise the result 
may prove disastrous. The cause of death in such cases has been various! 
attributed to “shock,” “mediastinal shift,” or “flapping of the mediastinun 

It is still a matter of opinion whether the upper or the lower ribs shou 
be removed first. We feel we can secure a greater degree of collapse 
removing the upper ribs first, believing that we cannot obtain the full benefit 
from the fall of the ribs until the first rib has been taken out. It is 
academic question, if the second stage can follow the first before the resect 
portions have begun to regenerate, which is usually well established within 
a month or six weeks. This question takes on an added significance if th 
second stage must be deferred for several months, because by this time the 
resected portion of the chest wall (which in the upper limits is held out b 
the curve of the ribs above it) has become so stiffened and fixed that th 
fullest degree of collapse is not obtained after the second stage. 

It has been maintained recently (especially by some French writers) that 
equally good results may be attained by the removal of the posterior axillary 
portion of the ribs as by the removal of their extreme posterior portior 
We are firmly convinced that this is erroneous. We feel sure that the lac! 


of success in certain cases is due to this failure to remove the extrem 
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We think that an important factor in promoting this reactivation 
what was often considered a quiescent or healed lesion is due to a tubercull 
reaction. The release in the circulation of a certain amount of tuberculi 
from the manipulation and sudden collapse of an extensive lesion is_ fre 
quently the cause of a sharp, sudden post-operative rise in temperature. At 
case with distinct evidence of disease on the opposite side has a poor prognos 


whether the lesion seems to be quiescent or not. 


We have taken as a criterion of whether a case is active or quiescent tl . 
sole symptom of fever, and have disregarded in this connection any slight } 
hemoptysis or streaking. It is difficult and often impossible to estimate the 
importance of a slight hemoptysis. It 1s certainly always a danger signa ’ 
and a distressing symptom to a patient. There are many cases in which 
is the only symptom of activity (if it is a sign of activity) and it may occut 
unaccompanied by fever or other signs of toxemia. [ach case must be 
considered by itself. From the standpoint of operation alone it does | 
appear to present any added risk. ’ 

The choice of an anzesthetic is of great importance. We have employ 
nitrous oxide and oxygen, ethylene and oxygen, local anesthesia, and spi 


anzesthesia with spinocaine. ‘These each have advantages and disadvantag« 
in this type of case. Certain patients are so nervous and apprehensive tl 

a general anesthetic is less of a strain than is a local one. Nitrous oxide 
well borne is an excellent anzsthetic but there are patients who take 
badly, have a pronounced cyanosis accompanied by marked inspirato1 
dyspnoea, which places a great burden on the right side of the heart. Mar 
of these patients have been leading a sedentary life; their heart muscle h: 
lost much of its normal tone, and is flabby. This burden on the heart m: 
result in a dilatation with serious consequences. 

We have noted no ill effects from ethylene. It does not cause cyanosis 
is non-irritant and has no bad late affects. However the danger of explosio1 
during its use has been stressed and advertised to such an extent, and it 
use has been forbidden in so many hospitals, that we have not been allowe: 
to use it as generally as we would wish. 

In view of these conditions we employ local anzsthesia as much as p 
sible, but from time to time meet with cases in which the pleura is so firmly 
adherent to the ribs that a complete anesthesia cannot be obtained and ws 
have had to supplement it with nitrous oxide and oxygen. 

Secause of the glowing reports of spinal anesthesia we were persuad 
to try it, and have to report a death from its use. In confidential conversatior 
with several men who have had experience with it in other conditions 
find that this is not a unique case though we have failed to find many « 
them reported in the literature. 

This class of patients withstands a pyogenic wound infection extreme! 
badly and yet undergoes the ordinary operative procedure astonishingly wel 


As their wounds are extensive the infection is apt to be severe. In our seri 


we feel that three cases of death are directly due to this cause and that 
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a term which has many objections but which at least has this advantag: 
does not assume a definite pathology. Some have attributed it to air emb 
his may be the correct etiology 

In this series there have been a number of cases which today we w 
consider bad risks, and others poor risks, and we would refuse to oper 
on some and hesitate long before attempting others. As has been stat 
cases with a lesion in the contralateral lung are doubtful risks as art 
cases which at the time of the operation are running a fever or losing wei 

The group of cases best suited for this procedure is the more ot 
chronic type with a fibrotic lesion which is confined to one lung and quies 
\ second group which does well comprises those with al fibrotic lesion wl 
only show signs of activity, fever, increased cough and loss of we 
on attempting any degree of active life. A less favorable type, but on 
which the pre cedure has proved he neficial, includes those cases wh h | 
chronic fibro-caseous lesion. Here, however, one must proceed with gr 
caution and divide the operation into several stages in order to collaps 
lung more gradually. (In these groups pneumothorax treatment is prec! 
owing to adhesions between the lung and the parietal pleura 

\ fourth group which has done well is that in which a pneumoth 
has been only partially successful in collapsing the lung due to the preset 
of extensive adhesions, usually in the neighborhood of large cavities ; be 
these cavities are held open and their collapse prevented hese patients 
have improved up to a certain point, but continue to have positive sputu 
and run a temperature at times on too great activity. 

We have purposely omitted from all consideration the cases ot tubercul: 
empyema in the treatment of which this operation has been perfor 
believing that in these instances the lung is already collapsed and that tl 
present a totally different problem 

The following table summarizes the results in this series of one hund 


cases. There were one hundred and fifty-two thoracoplastic operations 


Results in 100 Cas 
. Post- 
tal 2) D bs ( 
Tota . . Jen Ha ypt 
Unilateral g - >2 
nilatera O4 ] I 23 16 5 
12° 1 36°, 25%) 
Bilateral 36 16 9 } 5 2 
14° 25° 10% 14°% 


Cured or arrested cases are those who are free of all symptoms aftet 
years and are leading an active life. 

The improved cases are those who have been observed for less than tw 
years, some of whom are leading an active life, and some of whom are sti 


undergoing a cure but are considered to have a good prognosis. 


The unimproved group comprises those whose sputum is still positiv: 
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sidered as cured who are taxicab chauffeurs, school teachers, secretat 
social workers, and in other active occupations. If these patients ret 
quiescent for two years they usually continue to do extremely well. 

Finally we would impress on your minds what was mentioned early 
this paper, the absolute necessity for the surgeon to be associated with si 
one familiar with the care of tuberculosis, and reiterate again that thé 
operations are only incidents in the cure of those suffering from | 
monary tuberculosis. 

The general surgeon in forming an estimate of the value of this operat 
should realize that these cases are not curable by any known conservati 
treatment, that many are condemned to a life of invalidism and in addit 
are a constant menace to the health of others because of their positive sputu 
and that the majority will eventually die of this disease. 

The operation has had real value in their treatment because 33 per c 
of all cases have been returned to an active, useful life of from two to sev 
years. This compares favorably with any statistics we have see 
gastrectomy for carcinoma or excision of the rectum for cancer, and yet 
there anyone who would hesitate to operate on such cases? The morta 


rate can be reduced by a more careful selection. 


For Discussion see page 126 
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CHANGES IN THE INTRAHEPATIC BILE DUCTS 
FOLLOWING CHOLECYSTECTOMY 
By Joun E. Sutton, Jr., M.D. 
or New York, N. Y¥ 


FROM THE DEPARTMEN' SUR AL RESEARCH, Cé 


‘ FT FROM MES. JOHN I 
K.MBRYOLOGICALLY the gall-bladder, liver 
lated. In the three-muillimetre embryo the liver anil: 


longitudinal groove in the ventral surface of the foregut just 


stomach. From the upper portion a solid mass of cell int 


IS LTOWS o the septum 


i 





Lf 


transversum, forming the liver, while the lower part remains hollow 
and gives rise to the common bile duct, gall-bladder and a portion of the 
hepatic ducts. 

The adult human hepatic, cystic and common bile ducts are all lined with 


simple low columnar epithelium with occasional goblet cells; whrle the gall 


bladder is lined with a folded mucus membrane covered with tall columnar 
epithelial cells similar to those of the intestine Che epithelial cells é 
dog’s gall bladdet and bile ducts closely resemble those of the human spec 

mens. (Figs. 1 and 2.) The parietal sacculi, discovered by Thiele and 


carefully studied by Beale, are small pouches extending trom the bile duct 
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Fic. 2.—-Normal intrahepatic bile duct of a dog showing parietal sacculi. Note the regular 
ment of the low columar epithelial cells 





ae ase 
foe % “i t 





Fic. 3.—Intrahepatic bile duct of a dog fifteen days following cholecystectomy. Note the irr: 
surface of the duct epithelium with projecting cells and nuclei 
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into their fibrous walls and the epithelial lining of these sacculi is continuous 


with and similar to that of the ducts themselves. (Fig. 2.) 


Higgins in a study of the biliary tract of certain rodents, with and without 


a gall-bladder, chose the mouse, with a gall-bladder, and the rat which shows 


no vestige of a gall-bladder either in feetal or adult life. The results of this 


work indicated that the only points of difference between the biliary tracts 


all-bladder 


of these animals, other than that of.size, are the presence of the ga 


in the mouse and the existence of an extensive branching hepatic plexus 


I 


around the branches of the portal vein in the rat. This plexus may be an 


intrahepatic compensating mechanism for the concentration of the bile or 





1 


for other functions analagous to those of the gall-bladder of the mouse. The 


bile from the hepatic duct of the rat averages, according to McMaster, eight 
times as nud h pig nt as the liver bile of the mouse 

Definite changes in the extrahepatic bile ducts have been known to occur 
following cholecystectomy for the past decade. Judd and Mann, in 1917 
observed dilatation of all of the ducts outside of the liver after the removal of 
the gall-bladder and concluded that this enlargement depends upon the com 
petency of the sphincter of Oddi. Mann and Bollman studied the develop 
ment of jaundice in dogs with common duct obstruction, before and following 
cholecystectomy. In those animais possessing an intact gall-bladder, bili 
rubin was found in the blood plasma twenty-four hours after the obstruction ; 
but frequently a definitely positive test was not obtained earlier than thirty 
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six hours after operation. Following cholecystectomy common duct obstruc 

tion resulted in faintly positive bilirubin tests as early as three hours and in 
from six to eight hours there was always a positive reaction. Sweet has 
shown that the total blood cholesterol rises very noticeably after the removal 
of the gall-bladder; reaching a point almost double the normal and _ then 
falling gradually until the curve approaches the normal level forty days aftet 
operation. A second noticeable fact is that the peak of the blood cholestero! 
rise following fat ingestion occurs normally at the sixth hour, whereas afte: 
the removal of the gall-bladder the highest point of the curve is reached at 
the ninth hour. In the dog, without the use of microscopic sections, Sweet 





‘1c. 5.—Intrahepatic bile duct of a dog forty days following cholecystectomy. Note the folds 
villous-like projections extending from the wall into the lumen. These projections are surrounded by t 
gelatin injection mass; the central clear space indicates solution or loss of a portion of the gelatir 


during preparation of the section 

has also observed a most elaborate development of the parietal sacculi fol 
lowing cholecystectomy, as compared with their appearance before operation 
All of these observations point to a readjustment, probably functional, of th 
duct system of the liver following the removal of the gall-bladder. 

A study of the intrahepatic bile ducts is most satisfactory following in 
jection of the system; and the injection mass must be smooth, homogeneous, 
and easy to handle. A solution of gelatin fulfills all of these requirements 
and possesses the added advantage of not melting when fixed in formalin 
A colored mass is of great use and gelatin lends itself readily to treatment 
Since gelatin is a colloid it is an amphoteric electrolyte and exists in three 
states according to its hydrogen ion concentration, namely as (a) an isoelec 
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JOHN E. SUTTON, Jr 


the liver, cannula, tube and pressure bottle are submerged in warm wate! 


Under a pressure of 100 to 180 millimetres of mercury the silver gelat 
enters the biliary tract and penetrates to all parts. When the entire bilia 
system has become filled the liver is swollen, feels turgid and the surta 
is mottled; the gelatin shows through the capsule and many liver lobules ar 


outlined. Maintaining the pressure, the liver is placed in ice cold 5 per cent 
formalin which hardens and fixes the gelatin and preserves the specime: 
Sections may be cut from any portion of the liver, embedded in paraffin and 
cut for microscopic study. The clearing fluids dissolve a certain amount o 


/ £ 

2 Rs? aut 

wats 
7 -~eollh 

Par? 2 


Fic. 


High power of mucous fold projecting into duct forty days after cholecystector ( 
pare with Fig. 6 from a normal gall-bladder 


the gelatin and in the cut sections the bile ducts are not all completely fill 
with the injection mass. 





Simple cholecystectomy was performed in normal healthy dogs whic! 


were allowed to survive for variable lengths of time. No other operatio1 


manipulation or treatments were performed. Normal healthy dogs upo 


which no operation had been done were used as controls. In each case 


dogs were given lethal doses of ether and immediately following death tl 


liver was removed intact with the diaphragm, stomach and duodenum; a1 


injection of the biliary tract made through the common bile duct. The speci 


men was fixed in ice cold formalin; cubes of liver tissue cut from the 
terior of the organ near the porta hepatis were embedded in paraffin, cut 
stained with hzmatoxylin and eosin. 
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THE INTRAHEPATIC BILE DUCTS FOLLOWING CHOLECYSTECTOMY 





| Specimens were obtained and slides made from six normal dogs and 
eighteen dogs following removal of the gall-bladder. All sections from the 
controls showed without exception a normal low columnar epithelium 
intrahepatic ducts [he sections taken tollowing cholecystectomy present 
curious pictures litteen days tollowing operation the epithelium shows 
areas of apparent disintegration, while in other regions there is a heaping 
up of the cells in multiple layers with cells containing large irregular nuclei 
(Fig. 3.) [he epithelial surface is irregular and in numerous sections 
presents a picture resembling bud formation. In many areas the cell margins 
’ 
P fter cholecyste 
can not be distinguished and their large nuclei appear to be projected into 


the lumen of the duct and in other regions exfoliation seems to have take1 


place. (Fig. 4.) These changes are found not only in the larger ducts but 
in the smaller as we lorty days atter operation these changes in the bil 
duct epithelium have progressed to such a degree that the picture is spect 

lar. Countless folds, projections and villous-like structures are found extend 


ing from the duct into the lumina. (Fig. 5.) The epithelium is high 


columnar with oval or fusiform nuclei, the long axes of which lie at right 


angles to the bases of the cells. A section of a mucous fold or villus presents 
a picture practically identical to that of a section of normal gall-bladder wail 
(Figs. 6 and 7.)- The parietal sacculi are enlarged and the epithelial lining 


17 


has undergone the same change to high columnar epithelium although no folds 
or villi are present 
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These striking changes lead to one conclusion: cholecystectomy depri 
the dog of a useful organ and the closely related bile duct epithelium unde: 
goes changes of adaptation to assume functions normally performed by 
gall-bladder. 


SUMMARY 


1. Removal of the dog’s gall-bladder produces striking changes it 
epithelium of the intrahepatic bile ducts. 

2. The low columnar epithelium is transformed into high columnat 
with folds and villi, covered with these cells, projecting into the lume 
the ducts. 

3. The beginning of the change is demonstrable fifteen days after 
cystectomy; and at forty days after operation the changes are well ady 

4. The picture presented by the duct epithelium forty days aftet 
removal of the gall-bladder is that of an exaggeration of the folds proj 
into a gall-bladder, and the epithelial cells and their arrangement reset 
those of the normal gall-bladder to a remarkable degree. 

5. The parietal sacculi enlarge following cholecystectomy and _ thei 
thelial cells undergo the same changes as those in the intrahepatic bile 

6. No operation or manipulation other than simple cholecystectomy 


performed on these dogs while they were living. 
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MORTON AND GRAHAM 


The diagnosis of cholecystitis with probable cholelithiasis was made and ope 
advised. She was transferred to the Surgical Service April 10, 1920. 
Operation—On April 11, 1920, under ether anesthesia the abdomen was exp! 


through an upper right rectus incision. The liver was small and somewhat si 


The region of the gall-bladder was a mass of adhesions. The stomach, pylorus 
duodenum were normal. The pancreas seemed normal. The uterus was small at 
ovaries were atrophied. The appendix showed evidence of former diseas 


was removed. 

The gall-bladder was small and fibrous, contained several stones and its fu 
was adherent to the common bile duct which was dilated to about 2.5 centimett 
diameter and contained several stones. The duct was incised and five facetted 
each about 1 centimetre in diameter, were removed from it. A lead probe was 
through the common duct for some distance up to the hepatic ducts and dow: 
duodenum without encountering evidence of any other calculi. The gall-bladder 
removed from above downward. A small anomalous duct about 1 millimetre in dian 
was found entering the fundic third of the gall-bladder directly from the adjacent 


This duct and the cystic duct and artery were doubly clamped, sectioned and 1 


1 
] 


A Mayo-Robson tube was anchored in the common duct, a cigarette drain place 
gall-bladder notch of the liver and the abdomien closed in the usual manner 
Pathologic Report—Chronic appendicitis ; marked sub-acute and chronic cholk 
with multiple stones in the gall-bladder and common bile duct. 
Post-operative Course —An intravenous infusion of a 5 per cent. solutior 
was administered immediately after operation. Sips of water were given on th 


lowing day and in addition two intravenous infusions, one of saline and one of 


solution. Proctoclysis was employed for three days after operation The da 

operation the patient’s highest temperature was 102 It subsided rapidly and ret 
normal and subnormal after the fourth day \ soft diet was allowed on the sixt! 
and the patient seemed to be in normally good condition except for poor appetit 
overanxiety. During this period drainage of bile from the tube in the commor 


duct had been progressively less profuse with only slight to moderate leakag« 
by the side of the tube. The stools were normal and the leucocytes numbered 11 
in each cubic millimetre 

On the tenth day the Mayo-Robson tube came free and was removed. For 
hours bile drained from the wound rather freely and then ceased entirely for twent 
four hours. At the end of that time it recommenced and continued rather 
throughout the remainder of the patient’s illness. Food became more and mort 
tasteful to her and it was difficult to induce her to eat anything. She 
pessimistic and overanxious. 

On the nineteenth day she became nauseated, began to vomit small amounts 
quently and complained of some pain in the upper abdomen. The wound looked hi 
and the temperature was normal but the leucocytes numbered 17,000. The stools 


light colored and contained no bile. An intravenous infusion of glucose solution 
given and the stomach lavaged on the following day. The washings contained 
brownish particles of old blood. Another intravenous infusion of glucose solut 


was given. 

On the twenty-first day after operation medical consultants found that the bl 
pressure was low (systolic 92, diastolic 72) and the heart sounds and pulse w 
Thyroid extract, gr. %, B.idd. was ordered. On this day three intravenous infusi 


f saline solution. Vomiting continued, however 


were given, one of glucose and two 
and the vomitus was dark brown in color. Titration of the material showed 
hydrochloric acid 46° and total acids 67°. The benzidine test for blood was positiv: 
For the next two days nothing was given by mouth and proctoclysis and intraver 
infusions of glucose and saline were employed. The patient’s condition improved 


much, no more vomiting occurred and she said that she felt better than at any previ 
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time since operation. Bile continued to drain freely from the incision, however, a 


point where the tube had been 
Small amounts of fluid by mouth were allowed on the twenty-fourth day At about 


5:30 P.M. the patient felt suddenly weak and when seen the skin was clammy and pale, 


the pulse very weak and the respiration labored. An intravenous infusion was com 
menced but in spite of it and various other stimulative measures the patient died after 
a few minutes 

Post-mortem Examinatio) (May 5, 1920.) At necropsy the outstanding findings 
were as I llows [he skin and sclera showed no evidence of jaundice The general 
peritoneal cavity was clean and free except for numerous adhesions about the site of 
the cholecystectomy [he ligated stump of the cystic duct was intact The common 


bile duct was dilated to about 2 centimetres in diameter and contained a small fistulous 





Fu Part of the mac ind duodenum showing the large duodenal ulcer and its relation to the 
papilla of Vater and the pylorus 

opening which communicated with the sinus in the abdominal wall. There was a 

facetted gall-stone, I centimetre in diameter, impacted in the distal portion of the 

common duct about 2 centimetres proximal to the ampulla of Vater. It apparently 

caused complete obstruction of the duct. There was a pancreatic stone 0.5 centimetre 


in diameter, impacted in the distal portion of the main pancreatic duct and about 1.5 


centimetres proximal to the ampulla of Vater 
The duodenum was intimately adherent to the head of the pancreas which was 


1 
th, 


moderately indurated in that region. J/n the duodenum immediately overlying this area 
there was a large ulcer which had eroded through the entire thickness of the duodenum 


so that the base of the ulcer was formed by the pancreas (Fig. 1). This ulcer was 


3.5x2 centimetres in dimension with its long axis parallel to that of the duodenum 
It was 7 millimetres in depth and the edges were slightly overhanging. In the base was 


some dark blood clot Directly opposite this ulcer and slightly distal to it was a 


smaller superficial erosion 5x5 millimetres in dimension, 
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The gastric mucosa showed some congestion and was covered in places with mu 


The entire intestinal tract contained large quantities of dark clotted and decomp 


blood. The immediate cause of death was taken to be the severe haemorrhage 
the large duodenal ulcer. The other abdominal and thoracic viscera did not rey 
anything of importance. Microscopically the duodenal ulcers were acute and suba 


types. The pancreas showed fibrosis and lymphocytic infiltration. 


Discussion.—In the case just described a succession of circumstan 


produced changes in the physiologic processes of the gastro-intestinal t1 
which closely paralleled those induced by certain previously reported expe 
ments on dogs. 

Early experiments were reported by Mann and Williamson who trai 


planted the common bile duct and pancreatic ducts to the lower intestin 





Fic. 2.—An experimentally produced ulcer in a dog. 


Following these procedures typical chronic peptic ulcers developed in th 
duodenum in more than 90 per cent. of experiments. It was found that 
the same result might be accomplished by surgical duodenal drainage a1 
one of us (Morton) has already reported several series of experiments wit! 
this operative pre cedure. 

The operation for establishing surgical duodenal drainage was perform 
as follows: The pylorus and duodeno-jejunal junction were severed ai 
both of the cut ends of the duodenum closed by suture. The pyloric e1 
of the stomach and the open end of the jejunum were next joined by end 
to-end anastomosis. The continuity of the gastro-intestinal tract was thereby 
re-established. The closed segment of duodenum was then drained into th 
lower intestinal tract by side-to-side anastomosis with the ileum. 
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The results rT the experiments were strik ne iy that pepti 
oped in the jejunum in 100 per cent. of tw msecutive ; 
The ulcers were typical subacute and chronic lesio and were ¢ 
microscopically almost indistinguishable from peptic ulcers 
duodenum of mat They occurred just dist , e pvlorus 
where the acid chyme emptying from the stomach impinged dir¢ 
the wall of the ( Fig. 2 
In the clini e the fo , ; al 
place \ttacks I holecystitis. which , 
the time of het W{imM1SSs101 to the hosnit ~ 
of gall-stones, six of which remained in the common duct. Bu 
not have been vet reat obstruction to the flow f bile th 
for the patient wa tt jaundiced at any time hat there was 
biliary obstructiot owever, is evidenced by the icteric index { 
\ pancreati pparently med in the main pancrea 
time prio! to the ti nt’s entrv into the hos} ita] but its ec ’ 
recognized either b re oO! t the rie r Some hy 
tion to the flow OT ] ncreati uice, howevet! mu e bee ~ 
\t ie Ope ery Cast let - 
hve stones remove rom the common duct The sixth ston 
and must have been pushed up into the hepatic duct svsten 
by the \layo IX bs tui whicl Was place | nm tne mo | 
tube was removed the stone was allowed to slip down into tl 
duct distal to the edochostomn $3 saons n 
complete obstructi to the lumen of the commo luct 1s « ( 
fact that no drainage of bile from the in nrestted tx 
twenty-tour hour Complete obstructi . e occurre 
1. atter nerati | | f } 11 
Gay Alte operati ecause the protuse flow of. bil fron th, 
the absence of bile from the stools ommence that day 
[here was not ° in the patient’s history to suggest ( 
gastric or duodet leer and no palpable or visible evidencs 
found at the tin ! operatioi (On the nineteenth day 
howe Vel SI eC Col ed Ol some epigvastriu DAI a1 cl 111S¢ 
commenced \\ nes trom the ston ] nd th tools cont 
\t necropsy a larg uodenal ulcer at | evidence yt severe heer 
it were tound. It impossible to state the exact time at w 
originate \ 1 | ulcet ition ¢ verlwvi Oo thy he (J oft the ’ 
have been missed at the time o peration but, granting sucl 
the subsequent el m of tissue must have beet erv rapid to | 
possibl the formation of the large and deep ulcer crater whicl 
at necropsy 
Phe Vt pal el between the ( miditior S ( ne nl the orn t | 
clinical and the experimental ulcerations is obvious. In the expe ents 
the formation of chroni peptic ulcers followed surgical duodenal 9 
which prevented the discharge of the alkaling nereatic juice { 
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the pyloric portion of the intestine. The ulceration occurred just dist 
to the pylorus. 

In the clinical case the ulcer probably formed and certainly progres 
rapidly following interference with the discharge of bile and pancreatic 
into the duodenum. Pancreatic juice could hardly have been discharg 
freely past the stone in the pancreatic duct and bile must surely have be 
completely excluded from the duodenum by the impacted stone in the c 
mon duct. As in the case of the experimental ulcers this ulcer occur 
just distal to the pylorus. Gross and microscopic examination of th 
types, experimental and clinical, revealed identical characteristics. 

Because of the similarity in location, structure and other characterist 
of the ulcers and because of the close parallel between the changed phy 
ologic processes in each instance it seems reasonable to suggest that tl 
findings in the case reported present corroborative evidence in favor of 
applicability of certain previously reported experimental data to the clini 
problem of the ztiology of peptic ulcer. 


SUMMARY 


The difficulty of evaluating and establishing the clinical applicability 
experimental data was mentioned. A case was reported, the history 
which had led to an operation for cholecystic disease. The appendix 
gall-bladder were excised, multiple stones removed from the common 
duct and choledochostomy performed. There was no palpable or visil 
evidence of ulceration of the stomach or duodenum at that time. T! 
patient died twenty-four days after operation of an acute hemorrhage fro! 
a large duodenal ulcer which was discovered at necropsy. An additio1 
gall-stone was found to have obstructed the lumen of the common bile du 
completely and a pancreatic stone was partially obstructing the main pa 
creatic duct. The formation of the ulcer was attributed to the interfere 
with the discharge of alkaline pancreatic juice and bile into the duodenw 
Attention was called to the formation of identically similar ulcers in di 
following surgical duodenal drainage, an experimental procedure wl! 
diverts the pancreatic juice and bile from the region of the pylorus. It 
suggested that the findings in the case reported presented corroborati 
evidence in favor of the applicability of one of the authors’ ( Morton’ 
previously reported experimental data to the clinical problem of the zetiol: 
of peptic ulcer. 
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Carman, in his book on “Ro6ntgen diagnosis of diseases of the alimentat 


canal,” did not present a rontgenogram of a tuberculous sigmoid colon, 


such a specimen of tuberculosis of the sigmoid colon is not filed in the museut 


of the Royal College of Surgeons. 
W. J. Mayo as early as 1899 stressed the infrequent occurrencs 
tuberculous lesions of the sigmoid colon when he, in a report of seven ¢ 


of tuberculosis of the colon, noted two in this region. Again, in 1909 


called attention to the rarity of tuberculosis of the sigmoid colon in cor 


parison to that in the caecum. 


Brown and Sampson, in 1926, called attention to the fact that steno 


of the colon occurred more commonly in primary than in secondary intesti1 


tuberculosis. 
A further interesting observation has been made by Yeomans, 
tuberculous ulcers of the sigmoid colon encircle the bowel, following 


course of the blood vessels, as in the ileum. This might explain the similarity 


of the filling defect as detected by Rontgen ray, in certain malignant 


tuberculous lesions. Tuberculous peritonitis with tuberculous colitis occur 


ad 


that 


occasionally. Lemon noted only ten cases of tuberculous peritonitis i 


series of fi fty cases of ulcerative tuberculosis of the colon. It is a well-know1 


fact that in the hyperplastic type of intestinal tuberculosis the incidence 


peritonitis is much smaller than in other forms of the disease. 


The rare occurrence of tuberculosis of the sigmoid colon, the infreque: 
S | 


of tuberculous peritonitis with tuberculosis of the colon, its close simila 


\ 


to other obstructive lesions of the colon, and the difficulties encountered 


its diagnosis, led us to report the following cases. The possibility of there 


being two lesions is fully appreciated, but the ease of explaining sympt 


and visible pathologic evidence on the basis of one lesion suggested car 


consideration of tuberculosis in similar cases mm the future. 


Case Reports.—Caset I1—A woman, aged fifty-nine years, a housewife, was 
mitted to The Mayo Clinic April 9, 1929, complaining of “bowel trouble.” As a 
of six years a short attack of indeterminate jaundice had developed but there had 
no further recurrence. A pterygium had been removed from the left eye whet 


patient was thirty-nine years old. For many years she had suffered from mild consti 


tion, which gradually had increased until she had used cathartics occasionally for rel 


For the two years before she came to the clinic she had noticed considerable flatule: 


and eructation. In September, 1928, there had been an increase in constipation, with 
postprandial bloating, and her appetite had become poor. In December great diffi 
in evacuation of the bowels had been experienced, although much castor oil had 


administered by mouth. The stools had become small and somewhat “pencil-shap 


In February, 1920, she had begun to pass mucus in the stools, and although she 
suffered from hemorrhoids for several years, with occasional streaking of stools 


blood, blood had not been noted admixed with stools until one month before admis 


to the clinic. Two weeks before admission, diarrhoea had developed, and many ot 
stools had been admixed with mucus and blood. Straining at stool had caused pas 


of considerable blood. A point to be stressed is the fact that the diarrhoea had persist: 
at night. Slight fever had occurred from time to time, with intermittent periods 
obstipation, and subsequent stools had been foul in odor. For a few months prior 


admission the patient had experienced some tachycardia and dyspnoea when bloating 
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of little benefit, he had reverted to a normal diet and had felt very well until Dece: 
1928. At this time, he 
sought naturopathic treatment : 
and the further loss of twenty-five pounds in weight. 


meals immediately and had been of 
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notice mild postprandial epigastric 


a burning 


this had been tollowed by 


character 


incre 


Sometimes 


“ase 


had radiate’ to the left shoulder, and had lasted only a few minutes 


pain 


had 


gradually 


been suffering 


movements of 


abdomen had developed; these had been relieved by evacuation of the 


had diminished until 


from 


the bowel. 


the next mez 


constipation, Ww 


In January, 


ith 


il. Since December, i 


intermittent 


exacerbations 


pain 


in epigastri 
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The epigastric pain had f 


The abd 


27, the 


ot dith 


1929, griping pains in the lower part 


bowel 


week before admission to the clinic he had taken a cathartic twice daily, with tl 


cult 


| 


< 


that distress in the epigastrium and in the lower part of the abdomen had becom 


less. 


the course of his illness, from one to two pounds of weight had been lost 





Fic 


There had not been any blood in the stools. In spite of a good 


2.—-A filling defect of the distal 


art 


f the sigmoic 


ing ‘the viscera because of the rigidity 


in this case. 


of note. 


The genitalia 


were normal: 


The dot 


rectal 


within ten months 


pounds had 


January and part of Febr 


the 


pain 


bladder when it had beet 


patient h 
in the 


appetite 


been l 


ad exp 


regzion 


and a sharp pain in 


of the penis ¢ 


dence 


The patie 


m1 url 


nt shov 


e of marked loss 


cutaneous tat, and the 


men 


ibranes we 


re palt 


Was ali old scar on t 


cornea Phe 


hyperzmic 


normal on 


rcussio1l 


rigid 


1 
weekl 
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a stinging 
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seemed 
tion and = pe 
abdomen was 
especially tender, but 1 
1 colon. 
could be mas 
ighy sensation was eve 
examination did not 


Rontgenograms of the thorax gave negative evidence. 


Rontge 


le out 
nh more 
reveal 


nogran 


colon, after belladonna had been given, showed a filling defect of the distal par 


sigmoid colon that was said to be 


ination revealed internal and external hemorrhoids. 


tion. 


and leucocytes 5200 for each cubic millimetre 


negative results. 


( aused by 


carcinoma. 


(Fig 


> ) Proctoscopi 


The urine was negative to ¢ 


Hemoglobin was estimated at 54 per cent. (Dare) erythrocytes numbered 4,12 


of 44 and free hydrochloric acid of 


sodium hydroxide. 


the sigmoid colon. 


was 
Was 


was 


omentum which lay in the vicinity « 


the 


The patient was admitted to the 


Following adequat« 
| 


? 


30 


hospital with a diagnosis of malignant lesi 


in 


terms 


of cubic 


performed under general anzsthesia March 29, 1929. A 


made, and a typical condition « 
with tubercles. All 


thickened 


abdominal 


and studded 


wall ; 


these 


viscera 


centimetres 


The Wassermann reaction of the blood was negative 


low left 


f tuberculous peritonitis was found; 


of the 


coils 


ot 


Chemical examination of the bk 


After a test-meal, examination of gastric content disclosed tota 


rectus 


the pe! 


of the intestine, 


1 


f the opening, were adherent to each other 


also 


were 


studded 


with 


tubercles 


removed for diagnosis showed the condition to be due to tuberculosis 
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THE SURGICAL MANAGEMENT OF STONE IN THE URETER 
By Joun B. Deaver. M.D. ano Verne G. BurpEN. M.D 
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variously estimated and is probably about seventy-five per cent. This figut 
will vary in the experience of the individual surgeon depending upon 
opinion as to the advisability of intervention and upon counsel of an as 
ciated competent cystoscopist. We believe that when there is any questio 
as to the policy of watchful waiting, once the presence of a stone in 
ureter has been established, the safer course is to proceed at once with 
removal, provided there are no forbidding circumstances. It seems to us 
be unwise counsel to tell a patient who has a stone in the ureter, even 
the absence of symptoms, to wait for its passage or for the appearai 
of acute symptoms. The possibility of renal damage from back pressure 
infection is ever present and is a price too dear to pay for avoiding ope 
tion or cystoscopic examination. The expert cystoscopist will succeed in 
removal of many ureteral stones. The necessary diagnostic manipulati: 
with the ureteral catheter may suffice to dislodge the stone and to favor 
passage. Failing in this, deliberate and, if necessary, repeated attempt 
dilate the ureter by catheter or other device and to change the positior 
the stone will usually accomplish its expulsion into the bladder whence: 
readily gains its exit. A certain degree of caution should be exercised 
persistent efforts to remove a stone. Manipulations with a catheter, 
vided drainage is not adequate, may accentuate an already present ret 
infection and may necessitate a nephrectomy. Some patients are so intolet 
to cystoscopy, that repeated catheterizations of the ureter are impossil 


and they prefer surgical removal of the stone. 


The size of the stone unless more than 2 centimetres in diametet 

not influence materially the procedure to be adopted for its removal 
small stone difficult to detect by X-ray may cause complete obstructi 
by reason of surrounding inflammatory eedema and one will often exper 
ence considerable difficulty in finding so small a stone at operation. In suc! 
cases of small obstruction stone it is advisable with the aid of the cystoscope 
insert a small catheter beyond the stone thereby relieving the obstructio1 
and to allow it to remain in place for forty-eight (48) hours when the 
inflammatory reaction around the stone will have subsided. The ureter m 
now be dilated by inserting a series of graduated catheters ; a large stone ma 
remain in the ureter for a long time without causing acute symptoms and wi 
be best treated by ureterolithotomy. Multiple stones in the same ureter shoul 
be removed surgically because cystoscopic procedures would require repeat 
attempts with the consequent liability of renal damage. Stones in_ bot! 
ureters or stone in one ureter with a lesion of the opposite kidney requir 
earnest consideration as to the order of the procedure; accurate data by th 
use of the X-ray, cystoscope and functional tests should first be obtaine: 
Ordinarily, the side presenting the acute symptoms should receive first atte 
tion. Otherwise, the initial procedure should be directed toward the sid 
having the better function. When there are complicating lesions of the lowe1 
urinary tract, as obstructive hypertrophy of the prostate, then the merits 


of the individual case must determine the course of action. Usually, whe: 
86 








the prostate 1s the cause of much residual urine 


should precede any attempt to correct a lesion of the upper uril 

\\ het the kid e\ ibove a stone 1n the ureter 1s extensively diss ’ 
pyonephrosis there is nothing to be gained by removal of the st 
the kidney and rge portion of the ureter are also remove: 
difheult to determine the condition of the kidney by evstoscot ‘ 
so that when uncertainty exists the surgeon is obliged to explore t 
and let the findings of direct inspection decide for or against its 


\ stone should not be allowed to remain in the ureter after ne} 


because ot the likelihood of a persistent fistula and disability fron 
infection in the remaining stump of the ureter. Many cases of 
require a subsequent operation. The stone in the ureter because 
position may be inaccessible at the time of ephrectomy and s 
be push | into the dder with the aid ot a sounder cathetet 
the upper ureter 

We are presenting the following data on ureteral stones as 
ot experience . a ankenau Clinic f1 l Q t [O25 L¢ 
which influence the disposition of an individual case do not 
appeal 1] statist ta; consequel tly expressions of opinio1 
sions n ot ive the support rure 

(ne ares een patie { \ itl stone ( urete! ve 


upon il I rty ( ( were treated by CYSTOS( BT | ethods 

In ninety-eight of the 113 cases the stone was in the lower uret . 
nn this position I tavorable tor cvyvstosconik 1 nipulation unles 
contra indicatio1 . re present hey may ilso” be readily r¢ 
ureterolithotomy When a stone has remained for some time in the uppet 
ureter usually at the ureteropelvic juncture it is firmly fixed structs 
the Passage ol cathete! and will Cause rapid ind Drogvressive 11 
ot renal tunction. Cystoscopi manipulations for dislodging it 
ot no avail. Reset it the kidney demands prompt removal of the St 


tion by uretero or 1 vichithotomy Discovery Oot a stone in the uppel 


when th 


symptoms are mild and of short duration will permit a reasonabl 


time tor its desce} I and possibie spontaneous oO! induced passage \ stone 


does not often lodge in the middle third of the ureter, but when in this 


position the procedure to be adopted tor its removal will depend 1 the 
acuteness ol the Svimptoms and the condition Ot the kidney above it \\ he} 
; stone in this position is not causing complete obstruction and the degre: 


t 


of infection 1s not severe, then cystoscopic manipulations with a thetet 
in an effort to dislodge it may be tried. They are often unsuccessful. Sut 
cal removal of a stone in this position is a little more difficult than whe 
it is in the upper or lower third, but is to be preferred because cystoscopi 
attempts are less certain and attended by greater risk. 

In this series the stone was located in the right ureter in fifty-seven and 


in the left ureter in fhittv-six instances 
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There were forty-seven patients with stone in the ureter who wer: 


operated on. Forty were males and seven were females. Their 
decades were: one in the second decade, ten in the third, sixteen 
fourth, thirteen in the fifth, five in the sixth, and two in the seventh 


In twenty-nine patients the history was acute or of only several 


duration. The eighteen remaining patients had had previous attacks 


an average duration of symptoms of a little over three years; the 
being ten years and the shortest three months. Two patients had p1 
passed stones. In this group of forty-seven unoperated cases th 
eleven patients who passed the stone from the ureter as the re 


cystoscopic manipulations. The remaining patients were discharged { 


hospital either because they refused operation or cystoscopic treatment 
because they were told to allow more time for the stone to pass spontaneou 


There were sixty-six patients (forty-three males and twenty-three femal 


who were operated on for stone in the ureter. The ages of these 
by decades were: twenty-two in the third decade, nineteen in the 


twelve in the fifth, ten in the sixth, and three in the seventh de 


fourteen patients the history was that of an acute onset or of sympton 
only several weeks’ duration prior to admittance to the hospital. The ren 
ing fifty-two patients had had one or more previous attacks with an ave 


duration of symptoms of 3.2 years; the longest being thirty years an 
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shortest three months. Three patients stated that they had _ previ 


passed a stone. 


The Operative Treatment of Stone in the Urete) Before pr 


with operative measures for removal of a ureteral stone it is essenti 


previously noted, that an accurate diagnosis has been established; t 


} 


urologic status of the patient has been determined with particular ret 


to the opposite kidney, and the total renal functional capacity as rev 


chemical studies of the blood; that co-existent extra urinary disea 


been eliminated or taken into consideration, and in the case of the | 
patient that sufficient preoperative preparation has been carried out 


t 


complete advantage of all favorable factors. When all this has be 


there are still a few cases in which the choice of procedure will devolve 1 


the judgment of the surgeon. 


The removal of a stone from the ureter may be a simple affair o1 


{ 


; 
t 


~ ¢ 


‘ 


difficult undertaking, and in the event of certain complications, particul 


post-operative, a wide surgical experience may be necessary to 
patient well 
the general surgeon or in those of the urologist who has had a 
surgical training. 


The choice of treatment in a case of stone in the ureter should be decid 


upon only after the evaluation of certain facts and circumstances. 


percentage of stones, about seventy-five per cent., will pass spontaneous! 
Many or most of the remainder can be made to pass by expert cystoscopi 


manipulations. The sifted failures of the above, and those stones obviot 
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Consequently these patients fare better in the hands 
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partial obstruction caused by localized cedema. A stricture rarely foll 
the healing of anal ureter incision. When it occurs it is usually 
result of the healing of a necrotic area which formed the bed ot 
stone or from the effects of a peri-ureteritis. A stone just above the bla 
may be accessible for removal through an incision in the vault of the vag 
This applies particularly to stones which are palpable by vaginal examinat 

The apparent simplicity of ureterolithotomy may be deceptive and 
to the chagrin of the surgeon who may fail to find a stone which has 
demonstrated by X-ray and verified by cystoscopic examination. In 
subject the approach may be very difficult. In three patients of this set 
the stone could not be found. In one of these the X-ray later showed 
stone. Another patient returned three weeks later and passed a stone thi 
centimetres in length. 

Calculous uretera! obstruction is nearly always accompanied by infe 
of the corresponding kidney. There may be only a slight degree of pyel 
phritis which will readily subside when urinary obstruction has been reli¢ 
The infection in the kidney may be aggravated by prolonged obstruction 
progress to the stage of pyonephrosis for the relief of which nephrector 
is obviously required. In not a few instances persistent efforts to dislod 
stone by cystoscopic manipulations have incited rapidly progressive r 
infection with markedly septic manifestations—a condition commonly kn: 
as “acute surgical kidney,” or “carbuncle of the kidney,” an imme 
nephrectomy must be done. As previously noted, mild pyelonephritis usu 
subsides after removal of the ureteral stone, but in the cases of more se) 
infection with hydronephrosis the surgeon may be in doubt as to the 
position of the kidney, especially when inspection is impossible. — | 
circumstances removal of the stone and drainage of the ureter may rel 
the condition and recovery ensue. In the event the ureteral fistula fail 
close or there are signs of progressive renal infection, then the kidney 
be removed. 

It must be admitted that an inexcusable number of patients in who 
stone has been found in the ureter possess an abdominal scar from a pré 


appendectomy. In many of these the operation had been done for sympt 


undoubtedly caused by the stone. The error may be excusable in those cas 


where there has been no history of severe pain or colic and in which 
symptoms for the most part have been persistent or recurrent dull pain in 
right lower abdomen with mild reflex gastric disturbances. Such symptot 
are not uncommon with stone in the ureter, but occur with greater frequei 
in appendicitis. Chronic appendicitis or some other surgical lesion may co-e> 


with a stone in the ureter. To correct one condition and not the other is 


obtain an unsatisfactory result. We venture to say that some patient 


are unrelieved of their abdominal symptoms following removal of a ston 


from the ureter. With this in mind, it has been our practice when ope 
ating for ureteral calculus to remove the appendix as well as the stor 


where the symptoms have warranted this procedure. Usually, the operatior 
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PROBLEMS RELATED TO SURGICAL LESIONS OF THE KIDNEY 
By Verne C. Hunt, M.D. 


or Rocuester, MINNESOTA 
FROM THE DIVISION OF SURGERY, OF THE MAYO CLINIC 

CERTAIN well-defined principles have been established in the treat: 
most of the surgical lesions of the kidney. However, the problet 
countered in the consideration of the surgical lesions of the upper pat 
urinary tract are not confined to surgical methods which today ar 
well understood and universaliy employed. Many of the technical su 
procedures have been so uniformly standardized that little may be pré 
to add to present-day knowledge of the execution of the usual ope: 
the kidney. Many problems are presented in the determination of whet 
lesion exists, whether it is best treated by surgical or nonsurgical 1 
and if it is determined to be surgical, whether conservative o1 
cedures shall be employed. 

[t is not my purpose to review the various surgical lesions oi 
part of the urinary tract, but to present for your consideration som 
problems attendant on the treatment of lithiasis, renal tubercul 
neoplastic disease. 

We are all aware of the painstaking effort, so necessary on thi 
the urologist, to establish a diagnosis of a surgical lesion of the uri 
and the necessity for care in the selection of procedures incident 
diagnosis, and competent interpretation of data. The symptorns 
abdominal disease and those of disturbances of the urinary tract ar 
sufficiently atypical, not only to be confusing in diagnosis, but to b 
misleading. The frequency with which the gall-bladder or the appet 


both have been removed for symptoms that have been produced by pr 


disease of the urinary tract emphasizes the necessity of urologic investi 
if there is doubt regarding the accuracy of the diagnosis. If ther 
subjective data referable to the urinary tract, or if blood and pus c 
found in the urine, the urinary tract should be regarded with suspici 
by subsequent investigation, such suspicion is proved well founded 
be dispelled. The presence of pus or blood or both in the urine may 
result of disease in any part of the urinary tract, and it is noteworthy 
times such are the only data that may lead to investigation of th 
tract and to the discovery of a pathologic condition, which has ret 
silent so far as subjective symptoms are concerned. 

Lithiasis —Lithiasis is the most common surgical lesion in th 
During recent years, approximately 50 per cent. of the operations pertor 
on the kidney at The Mayo Clinic have been for lithiasis. The incidet 


has perhaps been no greater than formerly, but the careful clinical exat 


* Read before the Society of Alumni of Bellevue Hospital, New York, October < 
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kidney has been found, which subsequent to operation has returned to 1 
function, at least so far as the functional tests are concerned. It has 
suggested that perhaps, through the sympathetic nervous system, stones 
influence partial inhibition of renal activity. At any rate, whatevet 
factors may be, a small return of the dye in a differential functional t 
the presence of lithiasis, should not always abruptly lead to the conc! 
that the kidney is as badly injured as the low functional test might it 

The significance of the complications of infection, urinary obstru 
and destruction of renal function, is emphasized by the frequency wit! 
the radical operation of nephrectomy is necessary in treating renal lit! 
In a recent review of 941 cases of renal lithiasis in which operation w 
formed at The Mayo Clinic during the years 1922 to 1928 inclusive, | 
that nephrectomy was necessary in 334 cases (35 per cent.) on acc 
the degree of infection and destruction of renal tissue. Such a high inci 
of nephrectomy reflects unfavorably on conservative non operative met 

The question often arises as to which renal stones are of surgical si 
cance and when operation should be done. I believe that with an oc 
exception, and in the absence of contraindications, that in practical 
instances renal stones should be removed as soon as their presence is 
Furthermore, in the interest of conservatism and preservation of kid 
is most important to recognize the presence of renal lithiasis earlier 
the past, to facilitate the conservative removal of stones before such ext 
injury has occurred as to make nephrectomy necessary. 

[t is true that small renal stones will pass, and many do pass 


all ureteral stones have originated in the kidney. One may not safel 


size of stones encountered in the ureter as a guide in determining 
or not a renal stone will pass. Many stones leave the kidney to make 
passage satisfactorily to the bladder, but these must necessarily be 
Stones may pass from the kidney and become impacted only when they 
the ureterovesical juncture, where in many instances they may b 
passage by non-surgical methods. In general, so far as size is concet 
may be stated that if a renal calculus found in the course of a 
examination, has not produced subjective symptoms, and is less tl 
proximately 0.5 centimetre in diameter, its removal is not particularly 
An opportunity should be afforded for spontaneous passage. It 
observation for a period of weeks or months, the position does not 
but the size increases, it is most conservative to consider early removal 
the other hand, repeated renal colic from a calculus of any size retainii 
position in the kidney furnishes sufficient and just indication for remo 
renal calculus in the aged, which is and has been silent so far as sy1 
are concerned, and when good renal function has been maintained, 
another exception to the rule that renal calculi should be surgically ret 
when the diagnosis is established. In such instances, the mere presence 


stone manifests little, if any, influence on life expectancy, and operat 


lfest postponed until indications for removal occur. 
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servative non-operative methods, or late recognition of the presenc l 
lithiasis, have allowed infection and reduction of function to proceed 

extent that nephrectomy is necessary, than when the conservative ope 

of pelviolithotomy or nephrolithotomy may be employed. In the set 

941 cases of lithiasis there were fifteen deaths, a mortality rate of 1.( 

cent. The mortality rate in 607 cases in which the conservative ope 

were employed was 1.3 per cent. as opposed to 2.1 per cent. in the « 
which nephrectomy was necessary. 

Reformation of renal calculi after conservative operation occurs thi 
the persistence of preéxisting foci of infection and other indeterminat 
tors entering into the formation of stones. There are so-called ston 
kidneys in which calculi continue to develop even after all demonstrabl: 
of infection have been eliminated. However, true reformation 
occurs rather infrequently, and experience has shown that the relativel 
incidence of so-called reformation of stones has in reality been the cont! 
development of stones overlooked at the time of operation, or of | 
that were not removed, and which served as nuclei for subsequent 
Surgeons of wide experience, in operating for renal lithiasis, havé 
fered the humiliation of being unable to find enough stones at operat 
account for all the shadows in the rontgenogram, and of having shadow 
sist after operation. Likewise, shadows often have been found imm« 
after operation, when the surgeon was certain that he had removed all 
completely. In other words, the oversight of one or more stones at oper 
or their incomplete removal, is a most significant factor in the refort 
of stones. Rontgen-ray examination, in all cases, a few days after opet 
is the only means of distinguishing between stones that have been 
looked and true subsequent recurrence. 

You are all familiar with the method of fluoroscopic examination 
kidney at operation as devised by Braasch and Carman. This proced 
been employed at The Mayo Clinic for a number of years, most 
tageously, as an aid to the surgeon in localizing single or multiple 
which otherwise could not have been found, and has provided relative 
ance that the kidney is clear of stones at the conclusion of the ope 
Although the procedure is not infallible, it is noteworthy that th 
operative rontgenogram seldom depicts a persisting shadow in the regi 
the kidney when the kidney was found to be clear on fluoroscopic examit 


at the conclusion of the operation. 


Quinby has advocated the making and developing of films at ope 
as an aid in the localization of stones, and for the assurance of cot 
removal of all stones. These methods have attained such significances 
surgery of renal lithiasis, that to insure the best results, it is questior 
whether one is justified in contemplating pelviolithotomy, particular! 
multiple stones, without fluoroscopic aid or without facilities for the 
development of films at operation. 


Renal Tuberculosis —The upper part of the urinary tract seldom 
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were regarded as suitable for nephrectomy. The remaining 221 cas¢ | 
considered non-surgical because of bilaterality in seventy-seven, « 
and relative freedom from symptoms in forty-eight, active and 
pulmonary tuberculosis in thirty-seven, and extensive and advanced tul 
losis elsewhere, local or generalized, in thirty-eight. In ten cases, in 
nephrectomy had been performed for tuberculosis of one kidney, tul 
losis of the remaining kidney was found; in four non-operative cases, b 
renal tuberculosis was proved at necropsy. The remaining seven cas« 
considered non-surgical on account of associated malignant or seriou 
tuberculous constitutional disease. The diagnosis of bilaterality 
seventy-seven cases was definitely established in most instances throu 
presence of bacilli of tuberculosis in the secretion from both kidn 
through inoculation of guinea pigs. Definite evidence of bilateral 
tuberculosis existed in ninety-one of the non-operative cases. Among 
cases in which nephrectomy was done, evidence of bilaterality exis 
twenty and included those cases studied by Braasch and Morse. Th 
nosis of bilaterality in these cases was established either from the find 
bacilli of tuberculosis in the secretion from both kidneys, previous to, o1 
sequent to, operation or from the positive findings from both sides, 
through inoculation previous to, or subsequent to, operation. In othe: 
conclusive evidence of bilaterality existed in 111 of the entire series of 838 
operative and non-operative cases, an incidence of 13 per cent., whicl 
confident expresses a liberal incidence of bilaterality in the series. 
Nephrectomy in the presence of bilateral renal tuberculosis is seldor 
cated or justifiable ; however, it may occasionally be considered if tl 
much pain, hematuria, or acute sepsis in one kidney and if the othe 
but slightly involved. It may be considered also when, after prolor 
servation, bilaterality of the condition becomes questionabl« \n ¢ 
is that of a patient who came to The Mayo Clinic in July, 1923, at 
time the guinea-pig test was positive for tuberculosis in both kidneys 
non-surgical measures were instituted. The patient returned in April 
in good condition, and a diagnosis of unilateral involvement only 
and right nephrectomy was done. One year later the patient was 
fully examined and no evidence of tuberculosis of the urinary tract 
be found. 
As to whether or not nephrectomy should be considered in the pr 
of tuberculous lesions elsewhere depends largely on the degree of acti 
the various tuberculous lesions. Certainly, in the absence of general cont: 
dications, if the tuberculous kidney is the most important tuberculous 
its removal is justly indicated. The low primary mortality rate foll 
nephrectomy for unilateral renal tuberculosis justifies the operation ev 
there is moderate pulmonary involvement. ‘There were fourteen deat! 
mortality rate of 2.4 per cent., in the series of 574 cases in which nephrect 


was done for renal tuberculosis ; however, in the last 357 of these theré 


but seven deaths, a mortality of 1.9 per cent. In general, there has bee 
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The Mayo Clinic; in two-thirds of the cases the bladder was involved 
time of examination, or it became involved after nephrectomy ot 
nephrectomy and partial ureterectomy. The high incidence of metast 
the portion of the bladder immediately surrounding the ureteral orif 
immediately adjacent to it, emphasizes the necessity of segmental r 
of the bladder with the inclusion of the intramural portion of the uret 
the adjacent area simultaneously with nephro ureterectomy. 

Much might be said in the consideration of malignant lesiot 
kidney, however, | would emphasize that an operable tumor of the 
in the absence of contraindications always is a surgical conditior 


good results are dependent on early diagnosis and early operatiot 
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URE TEROPYELONEPHROSTOMY FOR URINARY OBSTRUCTION 
AT THE URETERO PELVIC JUNCTION * 
By Watrman Wa crers, M.D 


or RocuesterR, MINNESOTA 


URETEROPYEL {ROSTOMY, or the anastomosis f tl 


kidney, and the ureter, may be followed by highly satis fz RR 


of literature of plastic operations on the renal pelvis and ter have | 


idVC eel made 


by Adrian and Lichten 
Kroiss,” Weinberg:.' 


and Loux.? W einber 


berg,! 


pertormead ureterort iphy 
7 


Successtully tor stricture 


and stone 1n a Cas Ot Soll 


tary kidney One of the 


most mteresting ( Ot 
this type was rep d by 


Bazy he patient Vasa 
hoy, ten years ol re, Ol 
whom Bazy performed 
ureteropyelonephre 


in 1904. Six ye 


ter 
CXaminatiol revealed the 
anastomosis to be fun 
tioning satistactoril 





nephrostomy leads one to 


believe that if the anastom 


losis 1s correctly made, it will function satisfactorily 

In the two cases reported here the anastomosis was successful 

Ca REPO! A 1 thirty-five vears ge, had had left 
for stone elsewhere | 1926. he had be ( ttacks of intermittent renal « 
with distention of the 1 t kidne ntermittent ureteral catheterization had been neces 
sary In August, 1928 suffered a similar attack, b 
t the catheter trot the right renal pely s had beet toll wed by recurrence OT s S 
and urine did not drain from the kidne With the ureteral catheter in the k ( 
excretion ol phe lsul nepl il 0 c ( | TW hours \ 2 
cystoscopic examuinat! reve iled a | | t | ail rot kidney Vit 
It at lea t 150 cubi centimetres Pus < 1 ( I ed I 

| bl d ure ed tt I 26 | 10 1 rams each 100 cubi centimetres 


\ugust 15, 1928, ureteropyelonephroston as pertort \nastomosis was made betwee 
the ureter and pelvis at the most dependent portion of the pelvis. The kidney was hugely 
eS ¢. 


ibmitted for publication August 
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hype rtrophied and the pelvis vas vreatl distended Obstruction at the 
juncture was caused by pressure on the renal pedicle Nephrostomy w: 
taneously to remove tension from the anastomosis. (Fig. 1.) Fifteen d 
operation the wound was healed and from 2000 to 3000 cubic centimetres 
passed from the urethra daily rhe patient gained in weight and his venet 


was excellent. I 


for the fact that he found it necessary to lie down once or twice 


l 


May, 1920, the patient reported his condition to be excell 


to empty the kidney. 


Cystoscopic examination, June 10, revealed retention of 2 
slightly turbid urine in the right renal pelvis. Indigocarmine 
eight minutes after intravenous injection and was excreted in normal quai 


Garceau catheter slipped easily into the renal pelvis Blood urea 








vee eon +e 


appeared 


1 


Wi tit 


f 


milligrams in ea 
centimetres Pt 
right kidney led t 
that it was pr 
angulation of th 
when the patient 
upright positi 
pexy was don 
3 he was out of be 
kidney wa C1 
pletely. 

Case I] 
four years of age 
gone operation « 
re moval ota cak 
pelvis ot the rigl 
March, 1928 P 


obstructior ar tli 


pelvic junctio 
producing attacl 
the right renal r 
Cystoscopi 
graphic examunati 


15, 1929, showed tl 





ureter occluded at tl 


Fic. 2 Case II Pre-operat ve pyelos n how tns bstructior pelvic juncti 
at ureteropel , , 
right kidn 
urine was draining which contained pus, graded 3. An attempted pyel 


kidney showed that the opaque substance did not enter the pelvis (hy 


of phenolsulphonephthalein from the right kidney was estimated as a faint 


that from the left kidney as 10 per cent The return of indigocarmine from t 


kidney was graded 3 and that from the left kidney, 4. The left kidney was nor 


Operation was performed, April 2, 1929. Obstruction from a dense scat 


at the right ureteropelvic junctior Ureteropyelonephrostomy and nephri 


performed. (Fig. 3.) 


The post-operative course was uneventful. Post-operative cystoscopi 


graphic examination, June 12, 1929, showed good urinary drainage from t 


kidney. The urine was practically normal Indigocarmine from the right kid 


graded 2 and that from the left kidney, 4. The anastomosis was patent and well 


in the pyelogram. 


general condition « 


1 


(Fig. 4.) There was dilatation of the pelvis and upper ca 


f the patient was excellent at the time of his dismissal, Jun 
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URETEROPYELONEPHROSTOMY FOR URINARY OBSTRUCTION 


TECHNIC OF URETEROPYELONEPHROSTOMY 


In the two cases reported here, lateral anastomosis was made between 
the ureter and the dependent portion of the hydronephrotic renal pelvis. 
(Fig. 1.) A ureteral catheter was used temporarily through the anastomosis 
to serve as a scaffolding for healing. 


MAYO CLINIC j 


we 





In the first case the catheter had been inserted in the ureter in order to 
decompress the renal pelvis and was there at the time of operation. It was 
carried into the pelvis through the anastomosis and maintained in place for 
twenty days, when it was removed. In this case also temporary nephrostomy 
was done to prevent tension on the anastomosis, a number 14 French catheter 
being used. The catheter was removed on the eighth day. 

In the second case, the cause of the obstruction was a dense scar of 
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’ 
fibrous tissue at the ureteropelvic juncture. Connective tissue had ext 
to a point below this, angulating the ureter as shown in figure 3, \ 
first exposed this angulation appeared to be the site of obstruction 
it was free, however, an opening was made in the ureter about 3 cent 

distal to this point 
catheter was pushe 
ward the renal pel 
probe. It was thet 
that the obstructior 
not been reliev: 
existed at the ureteroy 
juncture. (Fig. 3, 
secting up the uret 
this point, the obst 
was found and 
anastomosis w 
between the ureter 
and the pelvis above 
3, b and « lwo 
of chromic catgut 
used in both cases 11 
ing the anastomosi 
3, c.) A ureteral « 
was carried throug! 
anastomosis and out 
Se a ene lowing uretero. tle incision throug! 
pycaneparestomy show! ureterostomy openit 
remained for thirteen days. A nephrostomy tube was also used and ret 
on the tenth day after operation 
SUMMARY 
The value of plastic procedures on the kidney, pelvis and urete: 
which the urinary outflow is obstructed is emphasized in these two ca 
ureteropyelonephrostomy, in one of which the operation was one of ne 
and was life-saving, in view of the fact that the obstruction at the ur 
pelvic juncture was complete and the kidney was solitary. Infection 
kidney operated on does not seem to complicate surgical results, as n 
noted in Case IT. Subsequent to operation the degree of infectior 
kidneys is diminished and the function of the kidney improved. dditi 
cases of heminephrectomy, as well as resections of the hydronephroti 
pelvis reported elsewhere, further tend to bear out these conclusions 
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TUBERCULOSIS OF THE PROSTATE GLAND * 
By OswaLp Swinney Lows.tey, M.D. 


Joun Durr, M.D. 


FROM THE DEPARMENT OF UROLOGY CHANAN BRADY FOUNDATION) OF THE NEW YORK Itt 


[TUBERCULOSIS of a frequent accompaniment of 
tuberculosis and does not occur so often in urinary tuberculosis 


great wonder is that the prostate is not involved in 100 per cent. of 


the junction of the urinary and genital tracts. It is indeed strang: 


t 


the 


of genito-urinary tuberculosis. occupying as it does a prominent posit 


1 
T 


prostatic duct orifices, numbering over 60 on the average, may be cor 


bathed in tuberculous urine for years and in at least 30 per cent 


} 
t 


escape any tuberculous infection that is appreciable by the palpating 


Our interest in this type of case was aroused first by an op: 
many years ago by Dr. David W. MacKenzie, at Bellevue Hos] 
a prostate suspected of having a carcinomatous nodule 
a tuberculous calcified area apparently primary although the patie 
colored man and the members of his race are noted for the frequen 
which tuberculosis occurs. 

Another case suffering from tuberculosis of the prostate a 
urethra with a so-called watering pot perineum was operated 
times and finally all of the little sinuses healed thoroughly and in 
lar manner when the patient was subjected to Alpine light treatment 

We were under the impression that we had found two cases of 
tuberculosis of the prostate but intensive study caused us to doubt 
evidence at hand was entirely conclusive so are obliged to present t 
as secondary to some other lesion in the body. 

Tuberculosis seems to affect the epididymes most often of all 
urinary organs. 


The kidney is probably next in freqency of attack foll 


in close order by the ureters and bladder. The seminal ve sicles are 


of the prostate is extremely rare. 
autopsy, tuberculosis of the genito-urinary tract. 


ports 547 cases of urogenital tuberculosis in 10,016 autopsies. 


tuberculosis, less than 100 were urogenital. 


urogenital tuberculosis post-mortem 


OcCAS! 
ally the site of tuberculosis, usually following a long-standing tubercul 
epididymitis, and the prostate is least often affected and primary tubercul! 


A little over two per cent. of pulmonary tuberculous cases show 


Saxtoftft of ( ‘Ope nhaget 


viewing the records of 10,000 autopsies found that, excluding pulmot 
Kapsammer records about 


examinati 


cases of tuberculosis of the genito-urinary tract 


Hesse states that 


discovered in a series of 10,864 autopsies and Krzywicki twenty-five 1 


* Read before The Western Urological Association, July 











LOWSLEY AND DUFF 


TABLE C 
Prostatic Pulmonar 
Reported os : ‘ 
I Puberculosi lubercuk 
Desnos ib 6 
Julien 41 23 
Krzywicki 14 12 
Oppenheim 100 81 
Rautbard 100 85 
Reclus 100 98 
Young 342 96 
Socin 52 41 
765 142—57 


Having reviewed the literature very carefully we have been able to 
but one case in which tuberculosis of the prostate was undeniably prin 
This case was reported by Crandon with complete autopsy and pathol 
reports. Barney and Koll each report a case which may have been on¢ 
primary tuberculosis of the prostate but there was no Rontgenological 


amination of the chest reported in either case. Such an examination 


fluoroscopically or film, is necessary in conjunction with physical exami: 
to rule out the presence of old or quiescent pulmonary lesions. Koll st 
that his patient had no reaction to large doses of tuberculin. This 
good circumstantial evidence but not conclusive. Salleras describes a ca 
primary tuberculosis of the prostate and his report is quite convincing 
reports negative X-ray and cystoscopic examinations but according to pré 
day laboratory standards his report is not complete. 

Whether the prostate is the site of primary tuberculous infectior 
academic interest only and, because it is so extremely unusual, of practi 
no surgical importance. 

The diagnosis of tuberculosis of the prostate is difficult. It is especi 
so when it occurs, as it occasionally does, in conjunction with benign ade 
matous hypertrophy or when in a patient of cancer age, hard nodules 
discovered on digital examination. Nevertheless if we remember that i 
cases of urogenital tuberculosis the prostate is involved in 70 per cent 
earlier diagnoses can be made and the chance for cure or lengthening of 
proportionately increased. 

The cases which we have collected number twenty-three and of thes 
was thought that two were probably primary lesions in the prostate but 
thorough examination of the patients cast some doubt on the cases bei 
primary in the prostate gland. 

The cases collected are shown in detail in the accompanying chart : 

By an examination of this chart it will be seen that tuberculous invol\ 
ment of the prostate gland is a disease of young adult life, our cases varyins 
in age from twenty-four to sixty-nine, the average being thirty-two years 

Among these twenty-five cases there were sixteen patients with tuber 
losis of the epididymes, two of which at operation had severe involvement 
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Immediately following the prostatectomy the patient had a severe reaction wit 
temperature but gradually his condition improved. For a while the improvement 
tinued but a cold abscess developed in the left elbow and in the right wrist. Ult: 
ray therapy was instituted. A sinus formed in the abdominal wound and als: 
perineal wound. The patient’s general condition grew progressively worse and 
March 15, 1920. 

Often cases that seem to be primary prove, on complete investigati: 
be secondary to some remote lesion which has become inactive or arr 
\s a matter of fact one cannot be absolutely certain that a case of tubercul 
of the prostate is primarily confined to that structure without an aut 
Thus it is seen that this diagnosis is a very difficult one to make 
authoritative manner. 

Tuberculosis of the prostate is most commonly found associated 
acid-fast bacillary infections of the epididymes, vasa deferentia and ser 
vesicles. Occasionally the epididymis, vas deferens, seminal vesicl 
kidney or one side will be diseased and the other side will be entirel) 
In such a case one may find tuberculous nodules and even abscess forn 
on the corresponding side of the prostate gland and the other side com; 
tively or entirely free from the disease. 

One of the most surprising things in the practice of medicine is th 
munity from infection that the prostate enjoys in certain cases suffet 
sometimes for many years, from renal tuberculosis, during which tin 
posterior urethra and prostatic duct orifices are almost constantly bat! 
tuberculous urine. 

Operative Treatment.—Surgery is not ordinarily indicated in tuberct 
of the prostate and, indeed, in most cases in which the tuberculous pr 
has been removed the operation was performed due to a mistake in diag: 
as happened in one of our cases, No. 276016; or the tuberculosis accom; 
some other pathological lesion such as case No. 267444, in which the tul 

culous lesion occurred in an adenomatous hypertrophy of the prostate g! 

There are very few conditions in which surgical removal of a tubercu 
prostate is indicated. Evacuation of a tuberculous abscess is to be avi 
when possible, as such a procedure is liable to be followed by sinuses wl 
heal slowly or not at all and may become a source of great annoyance. 

Non-operative Treatment.—lIt is our practice to subject cases which |! 
been operated upon as well as those upon whom operation is not don 
continual period of observation and care. In the clinic which we | 
established for this purpose and in fact for the treatment of all cases of 
operative and inoperable tuberculosis of the organs of the genital and uri 
tracts, the patient’s temperature is taken and recorded, the weight is obse: 
Instructions as to diet, exercise, rest, fresh air, sunlight and other hygi 
measures are carefully explained and enforced as far as possible. In additi 
parallel series of cases are being observed, one group of which are 
Alpine light or quartz light therapy and the other Koch’s Old Tuberculi 
graduated doses. 
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and the dilutions are carried on in the same manner through the ret 

of the seven bottles. There are then seven bottles labelled as follows: O 

O.T. .o1; O.T. .oo1; O.T. .ooo1; O.T. .ooo01: O.T. .ooooor: 
.ooooo00!. The tuberculin is not designated in milligrams or grams 
above liquid measurements have been found practical for both estimati1 ( 
individual patient dosage and for record keeping. The dilutions ar 


in the refrigerator in the intervals between clinic sessions. Fresh dilut 


are made about every two weeks during summer months and monthly 
the winter. The diluent has been kept as long as a year with no 
deterioration. 

Results of Treatment.—Twenty-one of these cases had an operatiot 


two of which were on the prostate gland. Of the latter, one died 
weeks after leaving the hospital. Another case improved under pal 
treatment. 

Fight of the cases were given tuberculin after the method practis¢ 
Wang and apparently benefited greatly by its administration. Non 


patients were harmed by the tuberculin injections.* 
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*The authors wish to express their thanks to members of the staff 
York Hospital who have allowed their cases to be used in this study 
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tionary change in the treatment of testicular teratoma. [rom that 
these tumors have been consistently handled by irradiation. Certain g 
principles rapidly became obvious. Surgery assumed an importance co1 
ably below that of irradiation and its apparent value has so dwindl 

is a matter of discussion at the present time whether any surgical 

at all should be carried out in these cases. We will consider this point 
Some tumors rapidly disappeared under irradiation, others were but 
affected. Some metastases vanished only to reappear, indicating the n 
of increasing the irradiation in this group. In earlier years no metho 
than trial and error could be utilized. In time it became apparent 
reaction of the tumor mass to irradiation indicated to some degre 


of tumor. The anaplastic embryonal carcinomas diminished rapidly ai 


wholly disappeared, whereas tumors containing more differentiated stru 
tending toward the adult type frequently failed to react. ‘The fact b 
gradually apparent that the highly malignant anaplastic carcinoma was 
less to be feared than its less malignant-appearing associates. \\ 


became desirable to correlate tumor structure with clinical behavior, 
basis of experience both in this and in other tumor fields as to the hist 
diagnosis of probable radiosensitivity, the following working tabk 
structed. To test the validity of the suppositions made in the tabl 
examined the records of the forty-two cases above noted. A 
expected, not all the older charts contain conclusive statements as 
of regression under irradiation There are enough cases in the 
tumor groups, anaplastic embryonal carcinoma, embryonal adenocarci1 
check the tabulation. The other groups have occurred too rarely 
value in drawing conclusions 
In constructing this working table all of the slides on the 
were reviewed. Unfortunately in the majority of instances the gross n 
is no longer available. Furthermore the destructive effects of radiat 
reduce the testicular tumor to a necrotic, caseous mass, in whicl 
very difficult to secure a region which gives much indication of th 
of the original tumor. Indeed in this hospital previously to the accu 
of sufficient experience in the microscopic appearance of radiated te 
tumors, the diagnosis of gumma has been made pathologically in cases 
ing clinically like the very radiosensitive teratomas. The table is not 
as a Classification of testicular tumors. It is a summary of the m 
types of proliferation found in the slides available from the forty 
studied. Of the forty-two cases at least thirty-eight would appear 
in the embryonal group. Of the remainder, the three cases classified 
cinoma, adult type, tubule origin, considerable doubt must exist in the 
of complete study of the gross material especially as regards the locat 
the tumor in the testis. In no one of these three cases is the data sufi 
to exclude a teratoid origin. Moreover in another case not included in th 
present material—a case which histologically very strongly suggeste 
origin of the tumor from tubule cells—the patient was a child of eight 
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ing irradiation and within a period of two to three weeks were reduce 
one-third or less of their previous dimensions. In embryonal adenocarcit 
or embryonal adenoma malignum, tumors consisting of a teratoid gla 
malignant proliferation with more or less well-defined glandular structut 
of twelve verified cases, six entered the clinic after orchidectomy had beet 
performed at another hospital. Of the remaining cases, three failed 
ciably to diminish in size after treatment, one decreased but little, 
decreased slightly, then after a stationary period of eight months, it iner 


in size; the sixth showed marked diminution, being reduced (in one wee 


half its former dimensions lhe lymphosarcoma reacted prompt! 
markedly to irradiation but subsequently terminated fatally in th 
manner of these tumors lhe tumors classified as myosarcoma, squ 
carcinoma in adult teratoma, and adult carcinoma were but slightly influenc: 


by irradiation treatment. We may therefore conclude that the eml 


anaplastic carcinomas react like highly radiosensitive tumors, the emb1 


11 
t 


adenocarcinomas with well-formed glandular structures are considerab 
sensitive, and the other tumors in our collection are quite racdioresistant 


might therefore be inclined to conclude that from the reaction of the 


testicular tumor some definite indication as to its type might be deter 
This is true to a certain extent. Nevertheless certain other factor 
necessarily enter into the matter, for in an adult cystic teratoma 
bryonal elements capable of metastasizing, the irradiation may 
destroy the more active cellular portions and yet leave the adult st 
relatively unaltered. One would therefore be misled into believing 
treatment was without effect, whereas as a matter of fact it had accomy 
its purpose. In one other cellular tumor with many features justifyi 
diagnosis of choriocarcinoma testis the irradiation almost entirely dest1 
the local tumor yet the testicular mass remained for several weeks unalter 
This lack of diminution in size was the result of thrombosis and int 
of the tumor vessels, practically converting the tumor mass into a hem 
which of course did not diminish under irradiation. 

The behavior of metastases toward irradiation is a complicated 
which, with our present material, is not clearly analyzable. Without 
or biopsy tissue from the retroperitoneal masses it is not possible to ascertai1 | 
the exact structure of the metastases. Of course biopsy is wholly conti 
cated. In complex teratomas one does not know which element or ele: 
have metastasized. In embryonal adenocarcinomata one does not 
whether the well-defined glandular form persists in the metastases or whethe1 


the latter are more anaplastic and hence more radiosensitive. Of the grou 


1 
} 


embryonal anaplastic carcinomas we have data in fifteen cases on the bel 
of metastases. In one case only did the metastatic tumor fail to regres 
appreciably under treatment. In the remaining cases the metastatic 1 ses 
showed marked or complete regression in from three weeks to ten months 
Thus some disappeared in a spectacular fashion while others diminished 

more slowly. In the more differentiated glandular teratoid adenocarcinomas 
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\-Ray treatment 
1 M . > ij 
Date on amp 4 se G 
5/ 7/25 60 min 4 5 1.0mm.al.} 90 | soc: Epi 
5/ 8/25 60 min } 0.51 1.0mm.al.) 90 | 50cm.) Rig] 
5/ 9/25 25 min. $ |O.51 1.1.0 mm.al.| 90 | 50cm.) Ri 
5/13/25 60 min. it 0.51 1.0mm.al.} 90 | 50 Rij 
5/15/25 60 min j 0.51 1.on a 90 | 50 Le 
5/18/25; 60min. } 51 1.0mm.al.| 90 | 50 Ris 
5/19/25 60 min $ (0.51 1.0mm.al.) 90 | 50cm.) Li 
1/12/26 60 min. j 0.5 1. 1.0mr } 90 ve) Rig 
1/15/26 60 min. } 51 1.1.0mm.al.| 90 | 50 Ri 
1/19/26 60 min. } 0.51 1.0m " 90 | 50cr1 R 
1/20/26 60 min. j 0.51 u. 1.0mMmm.a 90 | 50 Ri 
1/25/26 60 min } 5 1.Omm.a 90 | 50 Ri 
1/27/26 60 min $ |o.51 1.01 ul.} 90 | 50 cr Left 
1/29/26 60 min. } 0.5 1.0m i 90 | 50 Le 
4/ 2/20 25 min. } O.51 1.omn i 90 | 50c! ae 
5/24/26 60 min } 0.51 1.0 m1 i 90 | 50 Ky 
5/27/26 60 min j 0.5 1. 1.0 mr , 90 | 50 \! 
6 1/26 60 min. 1 0.5 1.01 i 90 So cr | 
6/ 1/26 60 min. } O 1.01 , 90 | 50 \ 
6 4/26 7 min. 20 0.5 1.01 i QO 50 R 
water cooled 
tube 
8/26/26 $0 min, } 0.5 m1 u. 1.0mm.al.! 90 | soct Me 
8/28/26 14 min. 20 |0.5 m1 1. 1.0mm.al.! 90 | 50cm.! | 
water cooled 
tube 
6/30/2€\(water cooled; 20 |0.5 m: 1.omm.al.| 90 | 50cm.!} L 
tube 
10/ 6/26 10 min 20 «10.5 1.0 il.| GO | 50 Ey 
10/ 8/26 7 min 20 «10.5 1.07 il.| go | 50 E 
10/23 /2¢ 40 min } 5 1.0 90 | 50 Ky 
11/30/26 40 min $ (0.5 1.0 i 90 | 50 Ep 
12/30/26 40 min 1 10.5 1.0 il.; 90 | 50 L.a 
I 27 $0 min } 5 1.0 il.. gO | 50 cr R.a 
1/15/27 40 min 4 10.5 1.0 , go | 50c1 L.al 
26 27 5 min. 30 0.5 I.O mr 1 90 50 R.a 
the la ind a , ent treatmet vith water 
2/ 4/27 5 min 30 0.5 [.0 ul.) QO | 50 R.a 
2/11/27 5 min 20 0.5 1.0 i 90 | 50 R.a 
2/18 27 5 min 30 0.5 1.0mr i 90 | 50 R.a 
3/22/27 6 min 30 10.5 1. 1.0 m1 il.| go | 50 R 
3/22/27 10 min, 30 0.5 1.01 il.| 90 | 50 R 
3/26/27 6 min 30 10.5 1.0mm. al.| 90 | 50cm.) R 
3/29/27 6 min 30 5 1.0m! t gO | 50 cI R.a 
4/12/27 6 min. 30 10.5 1.0mm.al.) 90 | 50 Lal 
4/19/27 3 min. 30 0.5 1.0 al 90 | 25 L 
4/20/27 6 min, 30 0.5 1.omr al.| 90 | so P 
5/ 3/27 IO min. 30 0.5 1.0mm.al.} 90 | so R., 


Where irradiation has failed to control the tumors analysis | 
that the treatment has been insuffi lent. Indeed, during the past twe 
the quantity of irradiation received by these patients has been very 
doubled. There are, of course. cases in whom the disease is so far ad 
where metastases are enormous and patients are cachectic, and und 
conditions sufficient treatment to control the tumors cannot be ad: 
These die before they can be sufhciently irradiated. One case autopsi 
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development of a complex teratoid tumor whose cellular portions have oblit- 
erated adult differentiated portions existing over a long period. On the other 
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hand the history of levelopment of the embryonal adenocarcinomas or embry 
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onal malignant adenomas ranges from three months to one and one-half y« 
In other words the most radiosensitive tumors are not necessarily the 
rapidly growing. 


At the time this article is written we are able to present data on 113 pati 


treated and followed in this hospital. Of these 113 cases, forty-one are 


and clinically free from disease. The above table indicates the time durati 
Of these 113 patients, thirteen were primary operable cases with no 
pable metastases. Ten, or seventy-nine per cent., are alive and clini 
free from disease. Sixteen were primary inoperable cases with demonst 
metastases. Four, or twenty-five per cent., are clinically well. Three 
recurrent operable cases (local recurrences). Three, or 100 per cent 


clinically well. Eighty-one were recurrent cases with inoperable local r 
rences and inoperable metastases. Twenty-four, or thirty per cent 


without evidence of disease. 
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' KAOLIN IN THE TREATMENT OF EXTERNAL GASTRO 
INTESTINAL FISTULAS 
Frank Co Tur, M.D. 
or New York, N. ¥ 


[HE types of fistulas considered in this report are the spontaneous gastri 
and duodenal fistulas and such artificial fistulas as ileostomy, c: tom) 
and sigmoidoston 

It is generally known that the continual discharge from fistulas of the 

| gastro-intestinal tract causes pathologic changes of the surrounding 
varying from a mere redness for a short distance around the wound to 
extensive Taw looking area. The degree of excoriation and digestiot seems 

to bear a definite relation to the enzymatic activity of the fistulous portion of 
the gut, the intensity being gpreatest 1n fistulas of the upper digestive tract, 


less in those of the right halt of the colon and least in those of the left half 


of the colon. In some cases of duodenal fistulas the entire abdominal wall 
may be involved, presenting a beefy surface with the recti muscles standing 


out raw and bare 


Of the artificial fistulas, ileostomy presents the most difficulties in manage 
ment because of the inevitable digestion occurring around the stoma. In 
those cases in which the ileum is drawn out into the main incision and 
opened immed.ate!y the digestion around the wound may be so marked as to 


lead to evisceration under the least strain In cecostomies, digestion may bet 


quite as severe as in ileostomy, and in sigmoidostomies, there is little or no 
excoriation unless diarrhcea occurs. But aside from the discomfort thes¢ 
lesions cause, they prolong the patient’s stay in the hospital by postponing the 
closure of the artificial anus where a closure is intended. 


The use of such preparations as vaseline, zinc oxide ointment and other 


oleaginous substances as a protective for the skin, although recommended by 


many authors, is not only futile but actually harmful. They make the wound 


“messy” and retain the discharge and thus promote further digestiot Phe 
discharge seems to have a malignant propensity to lift up the vaseline layer 
and to burrow under it to get to the underlying skin. The same objection 
applies to paraffine, parresine and collodion 
It is not generally known that kaolin, in addition to being an internal 
medicament for various gastro-intestinal disorders, is also of benefit when 
used as a dressing in these cases. The power of kaolin to inhibit enzymatu 
activity was demonstrated by Petersen‘ in 1917. He found that on mixing .2 
gem. of kaolin with 7.5 c.c. of duodenal and upper jejunal contents the rate of 
proteolysis was reduced by about 20 per cent. This figure is not impressive at 
first sight, but when the relatively small quantity of kaolin is considered, its 
marked anti-enzymatic activity is at once apparent. Smith and Christensen,” 
in testing out different substances that would tend to inhibit enzymatic activ 


ity in the discharge from intestinal fistulas, found that kaolin and charcoal 
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were the most useful. Because of the objectionable color of charcoal, 
preferred kaolin. They used sterile kaolin in the form of a paste made 
glycerine. After applying the paste, they surrounded it with kaolin pow 

In the hope that the absorptive power of kaolin, as demonstraté 
Petersen, might be beneficial in artificial ani around which there was 
tion, we started using it in 1926. The results encouraged us to extend it 
to high fistulas. Our experience covers thirty-one cases, which may 
tabulated as follows: 

Four, duodenal fistulas; five, ileostomy—through stab wounds; 
ileostomy in main wound (infants with atresia of colon) ; four, cecostor 
fifteen, sigmoidostomy. We prefer the powder form as being simpler, 
soothing and more absorbent for moisture. It is not necessary to sterili 
Hektoen and Rappaport * and Rappaport * showed that when properly 
in a dry powder, kaolin removed not only diphtheria bacilli but practical! 
bacteria of the nose in the course of three or four days. It must be cauti 
that crude kaolin is moist and lumpy and has less adsorptive power th 
thoroughly dried and powdered product. At present, however, the com: 
houses put out a very high grade of product so that one does not hi 
resort to drying and powdering and sieving it, as Rappaport had 
Kaolin should not be used in the small amounts in which the ordinary du 
powder is used, but literally be heaped around the opening and 
The caking that occurs does not offer any impediment to the free flow 
discharge. Immediately upon application the smarting and burning stoy 
angry appearance of the part is soon lost and healing takes place rapid); 

In the treatment of the high fistulas, oil tampons”® and irrigatio1 
sterile water have been tried with unconvincing results. The use of at 
and sodium fluoride to inhibit the secretions is of little value.® Johai 
injected I per cent. citric acid into the fistula and reported favorable r 
in two cases, and recently Potter ® has advocated the treatment of the 
external intestinal fistulas with beef juice and dilute hydrochloric acid 
removal of the discharge by aspiration was advocated by Jones and Willi 


Krdman,'® in 1921, devised a continuous suction pump which proved su 


ful in the healing of a traumatic duodenal fistula. Cameron ™ report: 
favorable result with the use of his electric pump, and Lahey '* two ca 


which the use of his continuous water suction pump resulted in p1 
healing. In our four cases of high fistulas we have obtained excellent r 
by the use of this method of continuous suction with a liberal appli 
of kaolin powder around the wound. The kaolin powder prevented 
tion from an overflow of the discharge and hastened the healing 
digested areas. 

In our five cases of ileostomy in which the ileum was drawn out thi 


a stab wound, little or no irritation was encountered. In the three cas 


infants, on whom, because of the critical condition of the patients, the 


was brought out into the lower corner of the main wound and opened 
diately, two had a slight infection and one had a severe infection, but di 
tion was controlled and evisceration was prevented. When one considers 
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Cameron, A. L reatment of Duodenal Fistula, Report of a Case. Surg., G 
Obst., vol. xxxvii, p. 1590, November, 1923 
Lahey, F. H Treatment of Duodenal Fistula by Suction. Surg. Clinics N. At vol 


iv, p. 1489, December, 1924 
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TRANSACTIONS 
NEW YORK SURGICAL SOCIETY 
STATED MEETING HELD NOVEMBER 13, 1929 
Tue Presipent, Dr. Epwin Beer, IN THE CHAIR 


, RESECTION OF COSTAL ARCH FOR TUBERCULOSIS 


Dr. Cart EaGcers presented a man, 69 years old, who was admitté 
the Lenox Hill Hospital February 28, 1927, on account of a dischar 
sinus over the right lower chest. About five months before that tim: 
September, 1926, he had noticed a small lump over one of the lower rib 
the right side. It had gradually increased in size and had been tende1 
touch. Two months after onset there had been a spontaneous perfor 
with discharge of pus. In spite of medical treatment drainage had conti 
There was no other complaint. No cough. No constitutional sympt 
except weakness. 

The patient was quite anemic, but looked well preserved for his 
He had several carious teeth, but no other focus of infection. He | 
mitral regurgitation and a bilateral direct inguinal hernia. Examinatior 
the lungs was negative. 

Over the region of the right costal arch there was a swelling with 
tract which gave the appearance of being a chronic lesion. The swel 
was flattened and about two inches in diameter. At the apex 
swelling, and close to the junction of the cartilages with the sternum, 
was a sinus tract in an ulcerated area about one inch in diameter and | 


overhanging edges. It discharged sero purulent material. The ulcet 
area was adherent to the underlying tissues. A probe could be insert 


one and a half inches and seemed to pass inward between the cartilages 
the seventh and eighth ribs to a deeper focus. No connection wit! 
intrathoracic focus could be made out. A diagnosis of suppurative chondriti 
was made. During the next few days the temperature reached 101 eve 
evening. There was no cough or sputum. Wassermann examinatior 
negative. Rontgen-ray examination of the chest showed the bronchial tre 
somewhat intensified, but there was no evidence of pulmonary tubercu 
The involved costal cartilages could not be demonstrated. 

March 3, 1927, under local one-half per cent. novocain anvesthesi: 
incision was made along the margin of the right costal arch and surroundii 
the sinus tract. The skin muscle flap was retracted, exposing all the cartilages 
The suppurative process involved several of the cartilages and had_ partl) 
destroyed them. The remaining portions were yellow and brittle. A rad 
operation was done, removing the entire affected costal arch and a 
portion of three ribs, apparently the eighth, ninth and tenth, as well 
narrow margin of sternal border. Split tube drains were inserted and_ the 
flap was partly sutured back into place. 

Culture of the deeper portions of the wound showed hemolytic strey 


tococci, while the pathological examination showed granuloma, probably 

tuberculous. Suppuration continued in the wound and the patient was 

discharged five weeks after operation, unhealed. On account of a persistent 
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EXERESIS OF PHRENIC NERVE FOR PULMONARY TUBERCULOSIS 


sinus he had to be readmitted June 1, 1927. The wound was reopened at the 
sternal end as well as at the costal end. Necrotic cartilage was found rep 
resenting apparently the cartilages of the sixth and seventh ribs. They were 
completely removed together with a small portion of each rib and of the 
sternal border he eleventh rib with its cartilage was visible and palpable. 
but apparently not involved. The wound was thoroughly curetted and packed 
with iodoform gauze. Convalescence was uneventful. The wounds healed 
promptly and the patient was discharged cured two weeks after admission. 


He has had no further trouble 
EXERESIS OF PHRENIC NERVE FOR PULMONARY TUBERCULOSIS 


Doctor EGGERS presented a young man, sixteen years old. who was re 


ferred to the surg. il service of the Lenox Hall Hospital, October 1 LQ2Q 
for exeresis of the phrenic nerve and possibly an extropleural thoracoplast\ 
He had a well advanced pulmonary tuberculosis of four years’ duration, af 


fecting the entire left lung. The disease started with a pleural effusion, an 
later gave rise to cough with expectoration containing tubercle bacilli. He was 
treated at the New Jersey State Sanatorium for Tuberculosis for eighteet 
months and improved a great deal during this time. Ten months ago hk 
developed influenza with a temperature of 102. Since that time he has 
gradually lost weight and strength, and cough and expectoration have in 
creased \bout six weeks ago he had hemoptysis for an entire day, followed 
by rusty sputum tor a week. For two weeks prior to admission attempts had 


been made to induce a pneumothorax, but they had not been successful 


n admission the boy was anzemic looking and weighed 93 pounds He 
ran a slight temperature up to 100.2 with a pulse of 90. He coughed very 
little, but the sputum was positive for tubercu!osis. Examination of the chest 


showed extensive involvement of the le ft lung with retraction and diminished 


expansion of that side and displacement of the heart to the left 

Rontgen examination verified this finding he right lung was reported 
clear, while the left showed chronic pulmonary tuberculosis with cavitation. 
In addition to the pulmonary involvement the patient has a cardiac lesion 
\t first it seemed to be of an organic nature, but careful study by means of 
the electro-cardiograph has established it to be a neurosis. There are, n 
doubt, extensive adhesions between the pericardium and the pleura, but 
apparently no intrapericardial adhesions 

With the failure 


adhesions surgery was definitely indicated in this boy. The Rontgen picture 


yf pneumothorax treatment on account of intrapleural 


shows that nature has done all it can do to bring about contraction and 
fibrosis of the atfected lung lhe chest wall is retracted and less mobil 
than normally and the mediastinum has been displaced towards the affected 


side. In spite of that the process is advancing and hemoptysis recently took 


place \n exeresis of the phrenic nerve was decided upon, to be followed by 
renewed attempts at induction of a pneumothorax. More radical operation 


carried a considerable risk in this case on account of the condition of 
the heart 
The operation was performed October 19, 1929, under local one-half per 


tration \ three-inch incision was made above the left 


cent. novocain infil 
clavicle and parallel to it. The phrenic nerve was exposed without difficulty. 
Pinching it elicited pain in the left shoulder. The nerve was injected with 
novocain, grasped with a forceps and divided It was then gradually 
twisted around the forceps and drawn out of the thorax. This caused 
considerable pain in the diaphragm on that side. About five inches of the 
nerve were removed. The wound healed per primam. 
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\ Rontgen examination a few days later showed the diaphragm t 
risen the distance of one rib and one intercostal space and to be motio1 
The patient is shown to demonstrate the actual gain in diminution 
thoracic cavity obtained by exeresis of the phrenic nerve. 

Should attempts at induction of a pneumothorax be unsuccessful 
expected to perform an extrapleural thoracoplasty in several stages 


EXTRAPLEURAL THORACOPLASTY FOR PULMONARY TUBER‘ 


Doctor EGGERs presented a woman, thirty-six years old, who w 
mitted to the surgical service of the Lenox Hill Hospital, May 20, 
for the purpose of having an extrapleural thoracoplasty performed. Sh 
been under treatment at different clinics in New York for the past fifteer 
years, but had never been confined to a sanitarium. She had done het 
housework and taken whatever hygienic measures she could. [Every su 
she had managed to spend considerable time in the country. During th: 
last year she had been getting worse; she complained of vomiting a 
deal which made her afraid to take food. She had night sweats and h: 
a moderate afternoon temperature. Her cough had become almost « 
tinuous and productive of large amounts of greenish expectoration. Durit 
the last two weeks the sputum had been blood tinged. She was bed: 
and steadily losing ground. She had lost eleven pounds in the last 
months. Her best weight had been one hundred and fifteen pounds 
before. Pneumothorax treatment had not been successful. Theré 
nothing else in the past history of any importance, nor were there sy1 
of disease referable to other organs. She was married and had thre: 
children who had never shown signs or symptoms of pulmonary di 
One brother and one sister had died of pulmonary tuberculosis thirtee: 
twenty years before, respectively. 

Examination showed a frail, almost emaciated, middle-aged woman, 
coughed continuously. There was evidence of extensive pulmonary i1 
ment on the left side with some retraction of the thoracic wall and dimi 
expansion. There was also dullness associated with rales and_ bro 
vesicular breathing over the right apex. The heart action was goo: 
temperature 100.2, and the pulse ranged from go to 110. Her weight v ' 
95 pounds. 

While under observation during the following week the highest tet 
ture was 101, highest pulse rate 116, and respiration was 28. Key 
sputum examinations showed tubercle bacilli. The blood count show: 
enty-eight per cent. hemoglobin, 3,900,000 red blood cells, 7,000 whit 
cells, fifty-six per cent. polymorphs, two per cent. large lymph., for 
per cent. small lymph. Rontgen examination of the chest showed the hi 
be moderate in size and definitely drawn over towards the left. Practi 
the whole left chest showed an active tuberculous involvement with evidence 
of at least two large cavities. There was also evidence of involvement 
right apex. 

With the codperation of the Tuberculosis Department an operatio: 
decided on, to be divided into three stages; the first, exeresis of the pl 
nerve; second, resection of the lower ribs; third, resection of the upper 

The first operation was done May 27, 1926. Under local one-half pet 
he lefty 


cent. novocain anesthesia a two-inch incision was made above t 
clavicle and parallel to it. The phrenic nerve was easily exposed. Pit 

it caused pain in the anterior part of the left shoulder, just below the oute1 
end of the clavicle. The nerve was therefore injected with novocain a1 


divided. It was caught with a forceps and by a twisting motion was gradu 
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drawn out. This caused severe pain in the left upper abdomen, and whil 
the nerve was being withdrawn, the patient re peatedly complained, “Oh my 
heart.” [here was, however, no change in her pulse and her color remained 
good. Withdrawal was continued until what looked like the entire nerve 
had been removed It was ten or twelve inches long. Che wou was 
closed with silk. It healed by primary union and an X-ray taken subsequently 
showed the diaphragm to have risen about one rib and one intercostal spa e 
The patient developed fever up to 104, attributed to increased activity in th 
lungs, but this was not considered a contra-indication to further operati 
As a matter of tact the tuberculosis department urged that we proceed 
with the treatment 

The second operation was performed June 9, 1926. Under lo 


per cent. novocain anesthesia an incision was made along the course of th 
ninth rib and then upward posteriorly over the eighth, seventh, sixth and 
fifth ribs. [he flap so outlined was retracted upward and forward carrying 
the scapula along \bout four inches of the ninth. eighth, sevent! sicth 
and fifth ribs were resected subperiosteally [he parietal pleura was found 
to be very thin and a small perforation was accidentally made in the ninth 
and in the sixth interspaces. Both openings were immediately closed by 
means of a few pl iin catgut sutures and seemed to cause no difficulty rhe 
wound was closed without drainage, using interrupted chromic catgut for th 
muscles and continuous plain catgut for the skin The patient stood the 
operation well. She reacted nicely trom it and the temperature gradually 


1 


came down until the highest evening rise was 99.6. She began to feel bette 


and stated that the cough was decidedly less \ small marginal necrosis 


developed along the incision and somewhat delayed the last stage of th 


operation which was performed June 26, 1926. On account of the greater 
difficulty in gaining access to the upper ribs this operation was done under 


gas oxygen anesthesia he original incision was extended upward almost 
to the clavicle lhe muscles were divided and the ribs exposed \bout 
three inches of the fourth and third ribs, two inches of the second, and one 


and a half inch of the first rib were removed 


The wound w closed without drainage and healed by primary unio0Nn. 
There was only slight reaction, the highest temperature reaching 100.6 
Within a few days it was practically normal, only occasionally going up to 
100. The patient was encouraged to be out of bed early, to carry herself 
erect and to breathe quietly and deeply She made an uneventful recove ry, 


but lost weight during her stay in the hospital, from 95 down to 88& pounds 


She was discharged July 13, 1926, seventeen days after her last operation, 
and fifty-four days after admission She then carried herself well, her 
shoulders were of equal height, the function of her left arm was good, and 
except for loss of weight she was decidedly improved \ Rontgen examina 
tion at this time showed complete collapse of the left side of the chest with 
no lung tissue visible Such a finding is considered the desired result 


Since that time the patient has remained under observation. She is 


from well, but is able to do her own housework he present symptoms 
are probably due to the involved right upper lobe. 

This patient was pronounced hopeless by the tuberculosis department 
before operation She had been bedridden of late and was steadily losing 
ground. The continuous cough was exhausting her strength and unless on 


could put the left lung with its cavities at rest by collapsing it, the prognosis 


t 
was bad. Pneumothorax treatment had not been successful and operation 
was therefore decided on in spite of the involvement of the right upper lobe. 
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THORACOPLASTY FOR CHRONIC TUBERCULOUS EMPYEM 


Doctor EGGers presented a woman twenty-four years old, w1 vas 
admitted to the Lenox Hill Hospital October 25, 1921, on account o! is 
charging sinus of the right side of the thorax. She gave the fol 
history: She had been well until the birth of her child two years bei 
Three days after confinement she had a chill and fever and develope 
pneumonia which was followed by a pleuritic exudate. A rib resection was 


done and open drainage established. The fluid is said to have been watery 
in character and not like pus. She was treated at the hospital for thre 
months and then transferred to a tuberculosis sanitarium where she remain 

nine months. During most of this time she ran a temperature up to 105 
and 106. At first she had been treated with simple drainage, late: the 
Dakin Carrel Method. For the past year she had been treated at home, 


chiefly by her husband who irrigated the cavity every evening wit 
acid solution and who stated that the capacity had diminished from 
two ounces. He also stated that tubercle bacilli had been found in his 
sputum on one occasion, 

On admission the patient complained chietly of dyspncea and 
discharge from her wound. There was no cough. She was a frail 
young woman, who looked chronically ill and who had flushed chee! S 
weighed go pounds. The temperature was 99.4, and the pulse 102 
nation of the chest showed the right side flattened and expansion « 
There was a scar posteriorly in the region of the ninth rib an 
place a sinus led into the thorax and discharged pus. A probe | r 
inserted its full length, and on account of this open thorax the physi 
on that side were difficult to interpret. Over the left side the breat! 
were emphysematous in character, and at the apex there were signs su tive 
of tuberculosis. The heart was rapid; there was no displacement or en! 
ment made out. 

On the basis of the history and findings a diagnosis of chronic er 
was made, probably of tuberculous origin and associated with pul 
tuberculosis. 

The patient was put on a high caloric diet, rest in bed, and Daki 
Carrel treatment in order to clean up the infected cavity preparatory 
whatever operation might be contemplated. 

During this period of treatment she was carefully studied. Her tempet 
ture reached 99.4 or 99.6 in the evening, and the pulse did not go above 100 
The Wassermann was negative. The urine showed a faint trace of albumn 


but was otherwise negative. There was no cough or expectoration. [:xami 
nation of the discharge from the sinus showed streptococci and tubercle | 

| Her skin reaction was positive for tuberculosis. Rontgen-ray examinatiot 
after injection of the empyema cavity showed it to extend from the sinus 
in the ninth rib to above the sixth rib. There was a focus in the left apex 


suspicious of tuberculosis. 

The question arose how best to treat this condition. To continue irriga 
tions in the face of unsuccessful treatment by that method for two years 
did not seem logical. Nature had already collapsed the lung as far as it 
was able to within the rigid thorax. By an operation one could expect t 
mobilize the chest wall and allow it to come into contact with the collapsed 
lung and at the same time to remove the affected lining membrane ot 
the cavity. 

The first operation was performed under chloroform oxygen anzesthesia 
November 14, 1921, and consisted of resection of a portion of the tenth, 
ninth, eighth, seventh, sixth and fifth ribs. The intercostal vessels were 
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ligated and the muscles removed lhe entire outer wall of the « ty was 
then removed It was a half inch thick \ large flat cavity was Ser 
™ having a projection downward and forward along the costophre1 
Me. one upward poste! orly The rormer was ompletely shelled out 
lung and diaphragm at that point lt was not thought wise 
further at this time, the cavity was packe: dloform tampo 
si muscles and skin were partly sutured Lhe ivalescence was 
= No cough develo} Cr and prac tically no increase l pulse or temper! 
he wound an tampons were not disturbed until the se 
ct ‘ " 
ad twelve days later " vember 20, 1921 Upon reopening the y S 
A round to be cleat nd without odor, and ther no ret 
% \ decorticatior ot the lung was attempted, but could only he 
i pletely n parts on account of the firm connection with the unde 
‘ic tissue rtrorts were principally directed towards removing the tl 
hn ot scar tissue at the angle ol reflectio1 OT the pleura In the attempt t 
a separate the lung from the diaphragm the latter was accident : 
for a distance of two inches his slit was at once sutured witl 
: ; catgut and subsequently did not give rise to troubl In order 1 
the upper part of the cavity and to make it possible for the chest 
‘ collapse three inches of the fourth rib and one inch of the third rib wer 
4 resected he intercostal muscles were not removed. but simply 
: into the cavity after the thickened pleura had been removed \t 
= gauze tampon was placed to the oozing surface at the pleural 
: while plain gauze tampons were used for packing the cavity 
gauze tampon was placed under the scapula external to the intercost 
: to favor collaps« lhe muscles and skin were partly closed \ 
: the operation the t mpons were removed undet s anzsthes 
z: drainag tubes inserted 
( 
\fter this second operation the course was somewhat more s 
after thi nirst here were at times periods of fever up to 102 or even I02 
' but on the whole ther: was steady improvement to be noticed The 
gradually diminished, but did not cease entirely and the patient S 
charge with a small sinus February 26. 1922 She had no coug 
2 . fever, and had gained four pounds in weight 
The pathological examination of the thickened pleural tissu 
alt both operatiol 5] owed tuberculosis. 
0 The sinus healed after several months and she continued to ¢ 
| weight and strengtl Now, eight years after operation, she considers hers« 
." well. She became pregnant at the end of 1922, but had it interrupt 
; advice. In 1924 she went through a normal pregnancy 
- lt is of interest to report that the child which was born just 
< onset of the pulmonary condition developed tuberculosis of the spine whet 
@ about two vears old He was treated on a frame for a while and 
a bone graft inserted into his spinal column with a satisfactory resul 
child is reported cured by his attending orthopedi: surgeon 
be TUBERCULOSIS OF LUNG TENSE PYOTHORAX 
it 
0 Dr. Howarp LILIENTHAI presented a man, aged about twenty-eight, wl 
d came to him February 11, 1925. There had been a rapidly progressive tube 
f culosis with a number of hemorrhages. the disease being confined chiefly to the 
right lung Doctor Edgar Mayer, of Saranac, had employed artif 
. pneumothorax one year before Refills were carried out for some months 


, when a spontaneous pneumothorax occurred with great dyspnoea, tever and 
C . pain. Clear pleural fluid gradually became purulent and foul. When first 
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seen his chest was about three-quarters full of fluid and the lung was 

ently well compressed. The temperature ran to more than 104 in spit 
repeated aspirations, but although ther 
was cough, there was no purulent 


pectoration. Respirations were 38; 
pulse as high as 134; heart apparent! 
toxic. <A mild intestinal tuberculosis 


had been diagnosed at Saranac 
there was irregular, abdominal di 
tion. The heart was displaced 
the left. There was great emaci 
The first procedure was thoracot 
in local anesthesia, with resection of th 
eighth rib including its periosteum 
Three quarts of foul pus by actual 1 
ure were removed without spil 
There was immediate improve 
under Carrel-Dakin treatment, but th 
affected lung showed no _ tenden 
expand. 
February 26, 1926, the upper nin 
ribs were resected by the paravertebral 





Fic. 1.—Thoracoplasty to obliterate tuber route. About three weeks later the 
culous empyema. Lipiodol injection shows pagacity ’ . wyral cac ; Found 
syphon-like pocket. Note tube extending above Capac ity of the pleural ac Was Tou 
into empty pleural space. Case of man age 28 he 210 cubic centimetres and a re 
years. " ‘ ; : : 

of the thoracoplasty was performed. At 
this time further sections of some of the ribs were taken away, although forty 


one inches of bone had been the total at the first operation. Four inch: 
the tenth rib were also resected by an 
incision parallel with the bone. 

He was discharged from the hos- 
pital about two months after his first 
operation, but with the warning that 
further surgical procedures would be 
necessary to close the wound. In 
about two months he came back and at 
this time digital examination through 
the wound, and also X-ray pictures 
revealed a complicated condition of 
pocketing upward, downward and 
forward. (Fig. 1.) The tissues were 
almost cartilagenous in texture, so 
that at the operation which was then 
performed, the division had to be 
made with Liston’s bone forceps. 
The entire wound was now leit open 

After nearly two years, although 
the cavity contained less than forty 
cubic centimetres, drainage was still Hen. 2.—The would ls coassletely hee 
imperfect and again he was subject the clastic, ahesivg. plaster is worn, tor tempor 
to operation; this time the entire ginning alopecia areata. Case of n 
pleural area was exposed to the eye. *~““™ 
Although this was followed by improvement with contraction of the 
cavity, two more revisions were required to expose and drain residual pockets 
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1 


which had formed. But at last all raw surfaces were covered by epithelium and 
in December, 1928, the wound was definitely healed. No small credit is due to 


t 


the employment of iodoform and ether for the purpose of disinfecting th 
pur] : 
pockets which seemed continually to reform Krom the beginning of the 


employment of this remedy there was steady improvement in the quantity 


and character ot the discharge and in the formation of epithelium eoveri1 
The reporter said that he had since made use of this solution in similar 
cases with much gratification. Ether and iodoform is more penetrating 
the glycerine suspension of the same drug. Of course, one must be ct 
that there 1s no important bronchial connection with any cavity in which this 
solution is employ: 

The patient 1s now apparently well. He is working regularly and leads 
| ] | 


a normal lite. \bout a year ago alopecia areata appeared and the hairline 


condition 1s now general Its cause is unknown 


TUBERCULOSIS OF THE LUNGS. PARAVERTEBRAL THORACOPLASTY 

Doctor LILIENTHAL presented a girl, aged sixteen years, who was sent to 
him November 5, 1928. For a year and a half she had had cough with 
positive expectoration. For seven months artificial pneumothorax had been 
employed ; then adhesions occurred and fluid exudate appeared. There had 





Fic. 3.—Case of a } gir Tuberculous left Fic. 4.—Same patient as Fig. 3. Post-operative, 
opneumothorax reoperative Bucky’s Diaphragm 

never been hemoptysis. She was well nourished. Blood pressure was 110 

over 65. Vital capacity 1.2. Weight 118 pounds. X-ray pictures demon 

strated a fibrocavernous left lung with retraction of the mediastinum and 

diaphragm, and a large amount of pleural air and fluid. Thoracoplasty was 

advised preceded by phrenic neurectomy, 

On November 17, 1928, the reporter operated at Mt. Sinai Hospital. For 
the first time in his experience he failed to find the phrenic nerve, although 
an extensive dissection was made even to the separation of the fibres of 
the anterior scalene muscle. November 27, 1928, the upper six ribs were 
resected \ silk thread marker was placed around the seventh rib to be 
used for orientation at the time of the second stage operation. This was 
done December 3, 1928, in local anesthesia, supplemented by a very little 
nitrous oxide and oxygen. The seventh, eighth and ninth ribs were resected, 
about three to four inches being removed subperiosteally. After this opera- 
tion, although the patient did well, the fluid and air within the chest prevented 
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a satisfactory collapse. It was difficult to reach either air or fluid wit! 
ordinary needle of large size, but the next day, by inverting the patient 
turning her upon the diseased side, it was able to aspirate about ten ounc: 
of thick pus through a puncture just below the axilla. The patient 
went home to come to the hospital as an ambulant patient. There ag 
the patient lying upon the right (well) side, in slight Trendelenburg postu 
a tiny incision was made in the axillary line at a level just above the nippl 
and the air chamber was entered with an aspirating needle. It was 
possible to insert a small trocar and canula, and the patient was turned so t 
this puncture was lowermost. Six ounces of moderately thick pus wer 
aspired with natural air replacement. Examination by the bacteriolos 
department of the laboratory showed the presence of pneumococcus. Alby 

1 dram of one per cent. mercurochrome was injected and the canula, previou 
filled with alcohol to prevent chest wall abscess, was removed. At this tim« 
there seemed to be an extension into the opposite lung and the prognosis was 





Fic. 5.—A phrenic neurectomy. Operative Fic. 6.—Same patient as Fig. 3 Showing 
scar had to be drawn in by photographer; it did of thoracoplasty and function of arms 
not show on the film. Same patient as Fig 


not favorable, but with repeated aspirations by her attending physi 
Doctor Blowstein, the condition improved both clinically and on physi 
examination ; so that when she reported November 7, 1929, she was apparently 
convalescent. Although there is sputum in the morning (about & cubi 
centimetres ) there is no fever and no cough. She has gained in weight 
superficially she seems healthy. Vital capacity 1.6. 

The favorable immediate result in a case of this kind, the patient i 
early youth with apparent extension to the opposite lung after the thoraco 
plasty, is most unusual and gratifying. It is also remarkable that th 
sselaseniliares has disappeared. X-ray pictures now seem to show ai 

: elongated area of moderate size which resembles a cavity, but since thers 
is almost no expectoration there may be another interpretation of this rar 
faction shown in the film. 

Doctor LILIENTHAL presented also a man, now thirty-eight years old, 
came under observation as an emergency situation April 7, 1928. He had beer 
suffering from pulmonary tuberculosis for about fifteen years. Pneumothorax 
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ub i] MCUPLAS TIT» 
therapy lett lung pecun about thirtes ‘ He di re 
this treatment Vas pparel tly cure ( ’ losis 
vears avo the I I ence Oo : purul ( PF left che 
lreatment by l { Vas en] le Ver ( elope 
posterior chest was incised and the sinus drained profus« 
months \bout months before the pati ll 1 
observation there was the onset of irregular fever with profus 
expectoration [hese manifestations continu remi 
weeks before his hospital admissiot1 Since then the clinical 
rapidly downhill, with severe pain in the left chest coughi 
expectoration; high, irregular fever; and 1 ( if 
On physical eo I nation the Stl | or TK ures re the 1 
pronounced pallor nd septic appearance here was obvious 
The left chest w narrow as compared with the right, was cot! 
on percussion, at reath sounds were faint [here was 
posterior aspect of the left lower chest into which lipiodol was 
The X-ray plate of the chest revealed a collection of fluid fill 
; entire left lower « ty. It presented a horizontal level situated at 1 
interspace anteri \ \bove the fluid level there was ( { 
he collapsed lw uld not be identified lhe heart was gré 
to the right 
Operation w ne under gas, oxygen anzesthesia \ free 
made t! rough th Mus OVvel the left posterior chest and carried 
the level of the third rib. Long sections of the third to ninth ril r 
removed together with intercostal tissues and the greatly thicker S 
parietal membrane over the empvema \n enormous quantity é 
foul-smelling pus was evacuated lhe lung was found crowded 
apex and its surface was covered by the same, thick, necrotic membz that 
lined the remainder of the pleural cavits Che purpose of this wi 
of the chest wall posteriorly was to open up to its fullest limits th 
infection assum to be complicated by contamination witl 
organism he parietal membrane was excised for freer drainage and in th 
hope of obtainit t least partial later obliteration of the cavity Che w 
: was widely drain On the third day after operation temperature rose to 
105 and the patient’s condition became critical, but temperature subsided after 
that time and the eneral condition began to improve Cough and expectot 
tion 1 lly sub 
Ten days aft eration blood transfusion was given in order t 
the general conditio1 Chere was progressive increase in weight 
and the patient was in satisfactory condition on his readmissio1 he 


hospital for a second operation one month after the first \t that ti 
purpose was to resect the anterior and superior part of the wall t the 
empyema cavity nder gas, oxygen anesthesia a long incision was mad 
from the anterior axillary region downwards. The scapula was mobilized by 
severance of some of its musculature \and was drawn backwards L he 
empyema cavity, now clean and empty; was entered and resectio1 t ribs, 
} intercostal tissu ind the entire parietal membrane was begun frot elow 
upwards. Long sections of the third to ninth ribs were remove Phe 
anterior limits being the anterior limit of the empyema cavity and in eat 


instance the rib w completely removed through its old posterior 


other words the entire thoraci cage was removed over the full mits Oo! 
the empyema lhe wound was closed in layers and a tube lett 


posterior drainage wound Che mz very well after operatio1 ner 
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was a moderate amount of purulent discharge from the cavity, adequ 
cared for by irrigation. 

After leaving the hospital progressive improvement in the genera! 
dition continued. There has never been any recurrence of cough or sput 
The patient has gained much in weight (65 pounds). He is sympton 
X-ray check-up of the chest showed at first a fairly wide empyema « 
This has progressively reduced in size so that now a narrow chink ret 
As a safety valve this is being kept open by a drainage tube. Fro 
cavity there is an escape of small amounts of mucoid material somet 
admixed with pus. Doctor Neuhof thought it unwise to permit this 
to close and proposes to continue with the drainage tube unless the disc} 
completely ceases. 


TUBERCULOUS EMPYEMA WITH COMPLICATING PNEUMOTHOR 
Dr. HARotp Neunor presented a man, now forty-eight years old 
first came under observation in June, 1927, with the history that he had 
under treatment for pulmonary tuberculosis for eight years. After on 
illness pneumothorax therapy was begun for a widespread right sided 
monary tuberculosis. This treatment was continued for many months 
cellent collapse was obtained, fibrosis of the right lung resulted, sputut 
came progressively more and more scanty, and has remained free 
tubercle bacilli. Other than some discomfort on the right side of the ch 


patient was symptom free until 1925. At that time there was a su 
attack of coughing accompanied by expectoration of a considerable qu 
of pus. Purulent expectoration in varying quantities continued. About 


months before the reporter first saw him the patient began to loss 
and strength and the expectoration became progressively more pr: 
There was fever from time to time. The patient finally had to remai 
bed most of the time because of weakness and could not lie on his left 
because expectoration of large quantities of pus and a choking sen 
would follow directly upon the assumption of that posture. Theré 
pronounced emaciation, moderate dyspnee. He was constantly coughing 
the expectoration of thick, purulent sputum. Examination of the chest 
closed advanced contraction of the right side with complete immobility 
percussion note was flat and respiratory sounds were almost inaudible 
X-ray picture was that of a dense, homogeneous shadow occupyin; 
contracted right chest with the heart and the mediastinum partly draw: 
that side. 

The first operation, performed in June, 1927, under local anezst! 
consisted in a free incision made over the posterior part of the right 
Two ribs were widely resected. The dense parietal membrane was aspit 
and pus obtained. Plan was to attempt an obliteration of at least part 
the empyema cavity. Accordingly the parietal membrane was widely stripy 
away to make a large extra-pleural dead space. Into this was turned | 
mobilized flaps of the latissimus dorsi and pectoralis major muscles 
skin was closed without drainage. The immediate post-operative cours: 
satisfactory. Coughing and sputum rapidly subsided and were absent 
the time of discharge from the hospital, one month after operation. 

The patient was readmitted two months later with the history that 
had been doing well for about a month. He then began to have recurré 


of cough and purulent expectoration ; the symptoms not being quite as sevet 


as before operation. A small sinus had appeared in the wound and from 1 
there was some discharge of pus. It was found to enter the empyema « 
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interference, which would involve the tuberculous tissue itself; also to di 
the operation with several stages. It is better to take four or five cl 
in as many stages than to take too big a chance at once. 

Last of all, he emphasized that these operations, as Doctor Lambert 
had brought out, are simply an incident in the treatment of a chr 
disease; and that before the operation and during the stages of ope 
and after the operation, for a long time, for months and years they 
tuberculosis for which they must be treated along definite conservat 
lines. If operation gives them freedom from local symptoms, from sympt 
of active disease, then careful nutrition will increase their resistanc: 
after a time enable them to take up an active life; become, in other w 
arrested cases. Doctor Lambert and other surgeons use the word “curt i 
in two years to four years they are considered cured. ‘This, internists 
do; after four or five years’ freedom from symptoms they are still « 
sidered only apparently cured. There has been too much preaching about ' 
the curability of tuberculosis. It is a great mistake to forget that 
may relapse under unfavorable conditions. No surgeon should tak 
responsibility of treating them without the codperation of an internist sl 
in their general management. 

Doctor Howarp LILIENTHAL agreed with Doctor Lambert that surgical 
operations upon the chest, intended to arrest or bring symptomatic relie| 
pulmonary tuberculosis, are justifiable when medical and hygienic treatt 
have failed, and when artificial pneumothorax has been unsuccessfully cart 
out or has been impossible to induce. In many cases the productior 
unilateral phrenic paralysis, temporary or permanent, should precede th 
direct attack upon the chest and it should sometimes take precedenc: 

1 artificial pneumothorax. 


Thoracic operations are of various types and must be selected accor 


| to the case in hand. Multiple procedures at intervals are nearly alv 
) required and the proper selection of type and extent is probably the 

| important function of the surgeon. Nearly anyone may quickly ac 

| technic, but good judgment is either innate or is one of the reward 

| experience. ‘Too often the physician assumes that there is an operatiot 

| pulmonary phthisis and that this is the now well-known paraverteb: 
| thoracoplasty of Sauerbruch. The surgeon should correct this impressi 


and the patient as well as the doctor, should be made to understand that 
objective, clinical cure is only rarely attained by a single operation 
With regard to the usual form of thoracoplasty, the cases suitabl 
this treatment may be divided into two great classes: (a) Without 
complication of purulent pleuritis; (b) Those with empyema in addition to 
the pulmonary disease. There is also a rare form of tuberculous empyet 
in which the lungs are apparently unaffected. 
Regarding cases uncomplicated by empyema: First, there are thos 


which there is a favorable outlook as to improvement or clinical cure by 





) operation. These are usually of the fibro-cavernous variety in which there 
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mortality rate was high (24.4 per cent.) but was limited in all but two 
out of ten, to apparently doomed individuals. While most—not all—o 
successful results were in those who seemed to have but a few mont! 
even weeks to live. It was worth while. 

There have been but three unexpected deaths; one from post-ope1 
cedema of the opposite lung; one from undiagnosed diffuse tuberculo 
the opposite lung; one from causes which, in the absence of a post-morte: 
examination, could not be explained. In counting the deaths no time has | 
set, and this, of course, is not exactly fair, for some of the patients died 1 
months, and others even years, after their thoracoplasty. He plann 
publish later a full statistical report with ali its opportunities for 
conclusions. 

Dr. HAROLD NEUHOF said that at Montefiore Hospital the cases in 
thoracoplasty might be indicated for pulmonary tuberculosis were caret 
sifted and that only apparently favorable cases were referred to hit 
operation. Accordingly, these were cases in which there was an obvious efi 
towards contraction on the side of the disease, with fibrosis of th« 
narrowing of the intercostal spaces and drawing of the mediastinun 
heart to the affected side. ‘They were cases of long standing in which 
suggested indications for operation as repeated hemorrhage, profuse sputut 


or long continued rise of temperature existed. As a result of this caret 


selection of material, the number of operated cases was relatively 

and the mortality was naturaly lower than in the figures presented i 
paper of the evening. It is, of course, an open question whether operat 
should be limited to this favorable group of cases. In them, howeve1 
clearer impression of the prognosis can be had. Even in this group of 

the results have been variable. ‘here have been cases in which a satisfact 
outcome had been anticipated and in which it did not occur. The opp 
also holds true, for there have been some instances in which operation did 


appear to promise much of a result and in which satisfactory end results | 


] 


been noted. There seems to be an intangible factor that cannot be influe: 
by the mechanical result of the collapse of the chest wall. It may be 

it is dependent upon the difference in the behavior of the tuberculous proc 
in different individuals. 


140 








BRIEF COMMUNICATIONS 


GIANT URETERAL CALCULI 


HIS case 15 reported 


trate the value ot two-step nephrectomy. 


Reshower, in 1927, reported 


twelve centimetres in length, 


left ureter in a female tripara measuring 


out symptoms o1 the left 
side, accompanied by a 
small stone in the right 
ureter which produced se- 


vere paroxysmal pains on 


the right side, ini states 
that “no ureteral stone 
nearly its size has been 


reported es 
Young mentions one 


ibout the size | small 


cigar 
/ ¢ c / } ) 
WLLeS here have been 


two distinct surgical opera 
tions advocated tor two 
step nephrectomy. One, 
trans-abdominal ligation of 
renal vessels as suggested 
by Walker, Holt, Kellock, 
Quinby, Eisendrath and 
others to reduce the tech 
nical difficulties of nephrec 
tomy or prevent me fastases 
from renal tumors wo, 


+ 


nephrostomy is done for 








drainage, as recon mended by Chute ¢ aulk, Buebee, ¢ ahill, \lcock and ( rosl 


In 1920 Chute reporte 


(with two deaths 


iry nephrectomy, nine ot 


sis; one perinephritic abscess) of 


eleven cases where the operation Was 


operation was intentional an 


upon the operator, eithet 


clith ulties arising 


by error of some sort, either 1n « 


* Read before the Wisconsin 
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Alcock, in 1925, reported seventeen cases of two-step nephrectomy 
of which were intentio1 
Two-step nephrector 
is not to be recommet 
as a routine procedurt 
is a life-saving operation 
the poor risk patient, 
is toxic from a suppul! 
ing kidney. In such « 
preliminary drainag 
lows the patient to 
himselt of his sepsis bet 


nephrectomy is attempt 


Case.—J. A. R 
male, eighteen years 
Referred by Dr H 
Schumm, January 24 
History of tonsillecton 
years ago for recurrent 
of follicular tonsilliti 

Present IIb 
month ago complained 
over left kidney whicl 
ated down along left 
and to left thigh 





Fic. 2.—R6ntgenogram showing two large calculi in left uretet by family ted “ts 
weeks. When first se 
a temperature of 103°, pulse 100, and respirations 20. There was a large palpabk 
in the left upper quadrant of the abdomen, painful on pressure, with muscle sp 
the left costovertebral angle. 
Urine—pus. He was admitted 
to Columbia Hospital January 
31, 1927. Temperature 104.2 
pulse 100, respirations 18, Cys 
toscopical examination Feb 
ruary I, 1927. Gas esthesia 
A No. 6 X-ray catheter 


was passed up the right ureter 





to the kidney pelvis with ease, 





and clear urine was obtained FI om erapmmeeceyyeengvony , yey nennyeer eye 
in drops. Pus was seen com = °F ¥ 5 ‘ es" ‘ 7 ‘a 9 

ing from the left ureteral ori 
fice. A No. 6 X ray catheter 
was passed up left ureter on 


centimetre, at which point ob 





struction was met. Filiforms 
could not be passed. R6ntgeno 
I [Two large calculi removed from left 
gram showed a large shadow 
in the left ureter just above the bladder with a very large left kidney. (Figs. 1 and 


Diagnosis—Large ureteral calculi (2), left: with ureteral dilatation and pyonephrosis 
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Laboratory Findings.—January 31, 1927. White blood cells 19,000, red blood cells 





4,770,000, hemoglobin 80 per cent., polymorphonuclears 75.5, small leucocyt 3.5, large 
leucocytes 2.5, transitionals 14.5, eosinophiles 3.5, basophiles 5, platelets mn Mar« 
I 15, 1927. White blood cells 16,000 
' Blood Chemist? February 1, 1927. Non-proteid nitrogen 37 milligrams per 100 
cubic centimetres of blood. Urea 37.4 milligrams per 100 cubic centimetres blood 
Urea nitrogen 17.4 milligrams per 100 cubic centimetres of blood 
February I, 1927.—Blood culture negative after forty-eight hours of incubati 
February I, 1927.—Urine: right—negative, left—pus. Culture: Many small Gran 
negative bacilli; few Gram-positive cocci 
, Phenolsulphonephthalein Test—February 1, 1927. Right: Appearance time three 
’ and one-half minutes, 15 per cent. elimination in fifteen minutes. Left: No trace it 
| thirty minutes. February 24, 1927. Kight: Appearance time three minutes, 15 per cent 
eliminated in fifteen minutes. Left: No dye in thirty minutes (from ureter or nephros 
tomy wound). March 25, 1927. Appearance time two and one-half minutes, 18 per 
cent. eliminated in fifteen min 
utes. April 6, 1929. Appear 
, ance time three minutes, 25 
per cent. eliminated in fifteen 
minutes. 
February 14, 1927.—Ure 
teral calculi (1) measured If 
by 3.6 centimetres 2) meas 
ured 7 by 1.5 centimetres 
' Weight together fit grams, 
: chemical examinatio1 gave 
? calcium and magnesium phos 
phate reactions 
First Operattor Febru 
ary 2, 1927 Nephrostomy. 
One thousand cubic centime- 
tres Of pus, temperature 103 
} pulse 100, respirations 22 I 4.—Left kidney after nephrostomy, showing pyonephrosis 
. . n ked cont y 
Second Operation.—Feb 
: ruary 9, 1927. Ureterolithotomy, left, temperature 99°, pulse 92, respirations 20. (Two 
large calculi, Fig 3.) 
Third Operatio February 25, 1927. Nephrectomy. (Fig. 4.) Temperature 90.2 
pulse 88, respirations 20 
Fourth Operatio» June 18, 1927. Ureterectomy, left. Temperature 98.4°, pulse 8o, 
respirations 18. 
At the time of the nephrostomy he was a very poor operative risk. ( valescence 
} was fair and one week later two large stones were removed from the lower end of the 
left ureter, after which he continued to improve, with the urine containing large 
amount of pus and moderate drainage from nephrostomy wound. February 24, 1927, or 
twenty-two days after the first operation, no function could be demonstrated from the 
left kidney and nephrectomy was recommended. After nephrectomy his general condi 
i tion gradually improved, with the urine containing pus continuously and the temperature 
varied from 97 to 90.4 
} At cystoscopical examination June 16, 1927, pus was aspirated from the left ureter, 


hence ureterectomy was decided upon, after which convalescence was uneventful 


WiLiiAM J. Carson, M.D. 
of Milwaukee, Wisconsi 
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TRANSPLANTATION OF A BILIARY FISTULOUS TRACT 
INTO THE DUODENUM 


AccorDING to his bibliography which is appended to this article, Hug! 
Williams was the first surgeon to anastomose a biliary fistulous tract to th 
duodenum.' This patient is reported well sixteen years following this opera 
tion, which indicates that biliary fistulous tracts, after draining to the surfac« 
for a more or less prolonged period, will remain permanently patent. Simil 
experiences have been reported by Lahey,?* Lilienthal, Masson,’ F. B. 
John,® and Walters.‘ It is well known that biliary fistulous tracts, with 


KX 4 


obstruction in the common duct, and also duodenal fistulous tracts, rema 
patent for an indefinite period which is often long enough to produce a seriou 
loss of essential substances from the alimentary tract. The cause for the pr 
longed patency of these fistulze is generally assumed to be due to the natut 
of the secretions transmitted. This suggests that when a common duct 
destroyed or becomes useless, and can in no way be joined to the small 
testine, a permanently patent biliary fistulous tract may be purposely form: 
from the ducts above the obstruction, by prolonged drainage around a rubbet 
tube ; and after a few months’ duration a transplantation of this newly form 
channel may be made into the duodenum. In the case | am reporting | fou 
the tract to be lined by many gland-like structures resembling intestin 
mucous membrane. ‘This is a desirable formation if the tract is to be trai 


planted as these glands will undoubtedly assist in keeping the lumen of 
tract patent. 


Case Report.—This patient was a married woman, aged 38 years, with a previ 
negative history. In November, 1928, her gall-bladder and appendix were removed el 
where, which operation was followed by a biliary fistula about seven days later. 71 
months after the first operation an attempt, elsewhere, was made to close the fistul 
by joining the amputated common duct to the duodenum. A few days later the patient 
became jaundiced and developed signs of peritonitis. The wound was then opened ai 
a small rubber drainage tube was inserted down to the area of the last operation, wl 
left a fistula draining duodenal contents and bile up to the time I first saw this patient 
in March, 1929. At this time she had lost fifty pounds and was confined to bed owit 
to extreme weakness. 

For an area of about ten centimetres around the fistulous opening the epidern 
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showed the inner layer to consist of columnar epithelium in circumscril» 
areas. Many gland-like structures, the origin of which could not be dete: 


mined, were found beneath the inner surface. ‘These gland-like structures 
areas of columnar epithelium resembled more the mucosa of the duodenum 
than the mucosa of the common duct. Their presence quite likely 
counts for the tendency of these fistulous tracts to remain patent and 
biliary and duodenal secretions. Perhaps in time this inner layer would b 
similar in structure to the intestinal mucous membrane. Figure 2 is a phot 
micrograph of a cross section of the fistulous tract at about 1 centimetr: 





Fic. 2.—A cross section of the biliary-duodenal fistula taken just above the junctior 
of the two tracts. 


beyond the junction of the two segments draining the common duct and th« 
duodenum. Through a misunderstanding, the desirable stained sections wert 
destroyed and the undesirable specimens were kept intact. This accounts 
for the poor illustration in Figure 2. In the better sections I found th 
lumen to be well shown and surrounded by gland-like structures evaginati1 
from a mucous membrane-like surface. 


COM MENT 


It is suggested that when necessity arises biliary and duodenal fistulous 
tracts may be purposely formed by prolonged rubber tube drainage, with th 
aid of supportive blood and alimentary tract chemistry, and later anastomosed 
to the intestine. The demonstration of glands in great numbers evagii 
from the inner surface of the fistulous tract suggests a probable reason why 
these duodenal and biliary tracts fail to close before transplantation as well 
as remain patent following their anastomosis to the intestine. The presenc 
of columnar epithelium and gland-like structures in these fistulous tracts and 
at a considerable distance from the mucosa of the common duct and duodenum 
demonstrates the proliferative powers of alimentary tract epithelium. It 
offers a similar example to the proliferative tendency of uterine mucosa 
This report demonstrates the value of saturated sodium bicarbonate solutions 
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ABSENCE OF THE NECK OF THE FEMUR 


CONGENITAL absence of the neck of the femur is a comparati 
anomaly and seldom enters into the differential diagnosis of conge 
cation of the hip However, this condition along with post-infe 
post-paralyti dislo ms and coxa vara, presents a similar clinical 
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berg ‘ in 1QOO repo! 


Ridion 4 iN) IQOQ Te 
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age ott 


referred to Duhmat 


mspectio1 


low the centre of the inguinal 
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varying only in degree of deformity 


painless sinking limp, first noticeable when 


rests the likelihood of a congenital dislocation of tl 
ory clinical features are the shortening of the lit 
t of the trochanter, the absence of the head 
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_ ‘ | 1 
igament and mild 
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other movements comparatively tree. 


ion of the gluteal fold, gluteal fullness and lot 
ence, and yet these clinical features are all demons 
absence Ol the ne k of the femur! However ( 


anomaly prevents it from masking a cong 
rd of this condition are tew and the purpo 
e one other case report Robert Alph* in 1851 


mngenital absence : a unilateral casi 


Anger * in 


year-old chrondrodystrop! 


1s04 


] 
aid 


; 


( teen 


1 
i} 


case ina fil ( 


ported a bilateral case, and Thomas” added on 


wo that failed to develop normal necks. Perrin ‘ 


s theoretical classification of congenital malfo 


of the femur: 1. Diminution in development ot the upper epiphysis 
*From the Dey ment of Surgery, Washington University School I 
Barnes Hospital and the Shriner's Hospital for Crippled Children 
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sence of the upper epiphysis. 3. Absence of the upper epiphysis 
diaphysis; and described a case of extensive arrest of development o 
femur. Kidd‘ in 1911 described a case that would fall in the third of 
above classification, in which the upper epiphysis and part of the shaft 
lacking. Stone, Bloom and Huricques § in 1917 reported a case of congenit 
absence of the lower femoral epiphysis. Scaudto® in 1923, discover 
X-ray, in a child of five years, a unilateral absence of the entire 
epiphyseal nucleus and the neck of the femur. Nilsonne ™ describe 
cases that in infancy 
parently had congenit 
defects of the up 
femoral epiphysis wl 
later showed coxa 
Peabody 1 recently 
ported a case of bi 
defect of the fen 
heads in a girl of twent 
three years. This 
ently ts the only adult 
on record. 

Cohn,'* in revi 
the literature, arriv 
conclusions that w 
borne out by his 
studies on epipl 
centres and their 
quent ossification 
are three epiphyse 
the upper end of 
femur, one each, for th 
head, the greater 


lesser trochanters 





epiphysis for the | 
Fic. 1,—Réntgenogram taken at time of admission showing the makes its appearance 

agenesis of the neck of the femur F i 

ing the second half « 

first year and is completely ossified during the sixteenth and eighteenth 
The epiphysis for the greater trochanter appears at the fifth year and ossifies 
during the fifteenth and sixteenth years. There is a bony prominenc: 
junction of the shaft and neck on the inner aspect of the femur which is p1 
ably the lesser trochanter. However, this prominence is definitely a portior 
the shaft and not a separate epiphysis. At about the ninth year a separate scal 
like epiphysis appears over the bony prominence which is completely ossified 
and united with the shaft during the sixteenth year. The neck of the femur is 
an upward growth from the shaft, a true process of extension per se whicl 
during the second year of life forms an obtuse angle expansion from the 
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upper portion of the shaft. 


by three epiphyses, one for each 


eventually fits over it like a cap. 


a. 3 


Crippled Chil 


CASI REPORT 
dren 


March 12 19028 \ 


Hospital tor 
Admitted 


lemale ot 


who was the first child of 
right leg was noted at birth by the attending 
more pr nounced. She w ilked 


at ten months with consider 
able limp, using her 1 foot 
hyperextended to accomm« 


date because of her s rt ex 
tremity It was pe ble for 
her to vall Witl eT ight 
foot at right ingle t ih 
this was very awkward be 
cause of the resultant pelvic 
tilt Her general physical 
examination was neg e eX 
cept of her unde and 
infected t sils she was 
$0.25 inches in height and 
weighed 32 poul Is She had 
the classical siens and s mp 


toms ot 

hip and was s 
several occasions 
admissio1 Het 


19.5 1n hes long and het right 


is inches long \ » 
S.-I., M Her right tibia 
measured & inches in length 
and the distance f1 her 


right A. S. S. to het 


tubercle was 7 inches 


of the pelvis were made and 
the report was as tollows 
Antero-posterior view of 


pelvis and lower extremities Fie 


1 ry 
Knees i ive bones 


including 


of the right 


less use than bones OT Opposite side The 
length of the left ry is due to the absence « 
mately the upper third of the shaft of this bone 


the deficiency 


wen 


is of a col 


of this femur is bulbous, it does not have the 
even rudimentary 
X-ray Diagnosis, Age 

On March 


Steinmann 


19, 1928, skeletal traction was 


pin 


wWeig 
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rectum and urinary bladder is very rare. Yeomans collected forty-five 
cases of Imperforate Anus, and did not find a single case presenting 
anomaly. Fetchet® collected thirty-one cases occurring between 18723 
1926 and reported one such case as the one we are reporting. Others 
have reported cases are Bordenhauer,*® Anders,', Curling,’* Hayes,® Crij 
Tuttle"? and Helwig.' 

Occurrence.—Imperforate anus occurs in a different ratio according t: 
ferent writers, some estimate once in twenty-five thousand births, St 
estimates its occurrence once in ten thousand births. 

Sex Incidence.—In an analysis of thirty-three cases by Fetchet * 
were thirteen females, or thirty-nine per cent. Twenty males, or sixty-on 
cent., showing that 
more common ith Nn 
than females. 

The prognosis depet 
a great deal upon the t 
of anomaly and its « 
munication, also any 
type of anomalies pres 
RE If the imperforate 
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Fic. 2.—Showing gross specimen with persistent cloacal duct, not aware ol her anon 


which communicates the distal colon with urinary bladder 


The causes of death 


distention of the bowel with gas and intestinal paralysis, vomiting 
dehydration, acidosis and peritonitis. The surgeon may do a colostomy 
ileostomy, but if intestinal paralysis is present the relief is nil. 
Treatment.—lf there is a fistulous communication with the skin surface 
the perineum, this should be dissected out and establish its communicatt 
with the surface. If there is no external fistula, and about forty per cent. have 
an external fistulous opening, one should explore the perineum first to se: 
he can palpate any pulsation of the bowel, and if he can, then the bowel cai 
be delivered and temporary drainage instituted. If no bowel is encountered 
the surgeon should not waste any time exploring, but should go above 
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j ORTHOPEDIC SURGERY By Sir Ropert JONEs and Ropert W. ] 
M.1 ), Second Ed 101 revised, with the collaboration ot Nathat 1e] \] 
and Frank R. Ober, M.D.. and Harrv Platt. M.D William W. \W & 


».. 2020 


The second edition of this valuable text-book appears atter the 
its distinguished American co-author [he collaborators from both 
} the water have seen to it that the new edition is thoroughly moder: S 
presentation of the cd elopments in orthopedic surgery since the first editiot 
was issued 
In i very bri Sssion ¢ the work iS 1 whe ¢ several thoug 
to mind In tl ie are amalgamated the theory and _ practice 
rreat schools of omewhat ill-defined but ¢ er-2TOWw InN specia sé 
i two sche Ler gely view] enthusiasn Y et 
tively easy to « in peru c ere they v 
pplic it1ions \ erein erl S ii the C6 lue ot the wi 
Phe sections ad ng with what may b lk er pure ortnope 
adequate ly representes ind well elaborated with perl] aps one singie excey] 
and that is in the « ussion Of coxa vara. Since in the presentatio1 
vara comparativel ttle emphasis is placed upon the commoner clini types 
the treatment outlined is correspondingly vague and not entirely satisfactory 
[he sections cde g with disabilities of the knee-joint and with cereb: 
palsies of childhood deserve careful reading as th expression of pioneer worl 
done by the author (he sections dealing with fractures merge witl 
, held of the genera irgeon, but emphasis is placed upon those fractures 
which the orthope: urgeon 1s commonly consulted, that is fractures 
ing joints 
lhe work is to be highly recommended to all students and practitioners 
interested in the pathology and treatment of injuries and disorders of thi 
locomotor apparatu 
ARTHUR KripI 
| SURGICAL P GY By WittiAm Boyp, M.D. 2nd editi 8 
cloth: SOS pages Phila., W B. Saunders ( 0., 19290 
Che opening sentence in Boyd’s book is “The Surgery of today is based 
on pathology.” his author goes on to divide the history of surgery into 


two periods—betore John Hunter and after, in effect that before Huntet 


was content to be an art founded on empiricism and after him it aspired to 


be a science founded on pathology 


The second chaptet 1S devoted to “The Sul 


Freon and the Laboratory 
In this are considered the surgical intections, vaccines, sera, methods ot 


collection of material, cytologic examination of the fluids obtained from the 


end results of malignant involvement, leucocytosis and blood transfusiot 
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The comment on this chapter applies equally to the one following (Inflam: 
tion and Repair), namely: the thoroughness with which the subjects ar 
dealt merits commendation. 

From special chapters devoted to tubercular, mycotic and luetic surgi 
affections as well as thrombosis and embolism, the author digresses a litt! ! 
to consider surgical shock and the etiology of tumors and _ heredity 
cancer. While strictly speaking these are not subjects of surgical pathol 
the material is so well handled, that it becomes a pleasant digressio1 
the reader. 

Only moderate space is devoted to the benign tumors, but the m 
malignant (especially carcinoma) are considered at length and are taken wy 
in correct detail with the individual organs. 

The surgeon must not only see but he must understand what has go 
before and what is most apt to follow and the student of Boyd’s Surgi 
Pathology will forgive the author his interspersions of physiology, physic 
diagnosis and prognosis. For the lack of these is the great fault of sor 
other works. 

Especially luminous are the chapters on the stomach, peritonitis 


surgical affections of the genito-urinary tract. The vividness and « 
with which these subjects are described is worthy of any comprehensive wor! 
on physical diagnosis and certainly leaves little undescribed as to what 
surgeon may encounter, and encountering, judge the outcome. 

One might take exception to the inclusion of such a subject as st 
lymphaticus, but as the author observes, many cases of death under ana 
thesia are due to this cause. 

The student will find the chapters on bone and joint pathology especia 
useful in differential diagnosis and a definite aid in the choice of treatme 
to be instituted. 

It is a satisfaction to note that Poyd believes in syphilis of bone 
distinct pathological entity, and that rickets, osteo-malacia and _ osteitis 
formans are states with which the surgeon must be familiar. Frequent 
their existence may prove a potent factor in medico-legal practice and wor 
still in unfavorable outcome. 

The reviewer feels that the subject of tumors of the bone is not as amy 
treated as one would expect after perusing the subject of osteomyelitis, 
the primary tumors are well described and one must agree with him that the 
bewildering variety of names encountered in the literature regarding tl 
subject are of doubtful value, and quite confusing. The four main types 
primary tumors are stated to be osteogenic sarcoma, Ewing’s tumor, myelon 
and giant-cell tumor. The recognition of these types practically covers th 
field of surgical pathology of bones. 

In conclusion a surgical pathology like a surgical anatomy, is difficult 
comprehend without clinical embellishment and for his ability to so embellis! 


his work, this author is to be highly commended. 
SARNET JOSEPH 
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Minor SurGeryY, by FREDERICK CHRISTOPHER, M.D.  Larg tavo 
cloth ; pp. 094. Philadelphia, W. B. Saunders Co., 1929 


} The remarks anent the subject of Minor Surgery, in reviewing, in th 
September ANNALS, the book of Foote and Livingston, are equally 
! mutatis mutandis, to this book of ( hristopher, the chief change being 
the one book comes from the city of New York and the other f1 
city of Chicago 
Here is a book of 694 octavo pages with 465 illustrations, many 
though diagrammatic, illustrate well important points. There is one pe 
arity about the book w hic h cannot fail to arrest attention, that is the m1 lusiot 
i of certain fractures which the author says may properly be included in the 
domain of Minor Surgery.” “The care of others, however,” he says, “is 
distinctly a major surgical procedure and will require all the skill and ingenuity 
possible.” Naturally the question of what injuries should be include 
what excluded may be subjects of difference of opinior One point. hows 
in this connection the reviewer observes with regret, namely, that the aut! 
| refers to plaster bandages used in the treatment of certain fractures. as - 
casts! Will the surgical profession ever free itself from that egr 
erroneous use of language ? 
Under the heading of Minor Surgical Technique, there aré 
pages devoted to local anzesthesia—all that the author has to say upon the 
‘ subject W het e considers, howevet the very great import 
increasing extent of the application of local anzsthesia in surgical 
cannot help but feel that more detailed attention should be give 5 
subject in a work on Minor Surgery The subject of Bandaging also, whicl 
certainly covers a very large field in Minor Surgery, receives very scant 
attention, only a half dozen pages being devoted to this subject 
The book as a whole, however, reflects well the character of the oi 
practice of today The dictum of the author in his preface that “ther: 
not be too much instruction in minor surgery” is well founded he tet 
ency of the present day is for every neophyte to rush into major surg 
lhe present book should help to stem that tendency 
[HE PREPARATION OF CATGUT FOR SURGICAL Us! By W. B 
L, fH. | AM PITT, ali |. H. Busaiti (ictavo, paper; pp 186 Londo} ETS 
} Majesty's Stationery (thee, 19290 New York British Library 


mation, 5 Kast 45th Street 

\ report from the Medical Research Council ot the Privy Council ; a series 
of studies made on behalf of the London Hospital Catgut Departm 

Next to freedom from bacterial contamination in operative work, the use 
of an absorbable ligature is the most essential element of modern surgery 


The use of non-absorbable materials for ligature | 


urposes, such as silk or 
silver clips, is so restricted in its application as to be practically ignored in 
general use, although their mention may not be omitted in connection with 


certain classes of surgical work or the work of certain surgeons. Catgut, as 
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the absorbable ligature par excellence, is therefore of very great import 

in modern surgery and every fact bearing upon its sterility and tensile stre: 

is of deep interest. Lister labored for over forty years to improve the m 

of its preparation. The present work by Professor Bulloch and his collab 
| 


tors will stand in historical succession to the classical studies of Lister. [1 


of interest to note that in addition to the contributions to the bacterio 
and physical chemistry of surgical catgut which the book makes, it cont 
a most complete account of the history and literature of the whole sub 
The importance of such a series of studies is well illustrated by th 
as reported by the committee, that of eight batches of catgut ligatures, 
by different English and American makers, purchased in July, 1927, 
infection was found in every batch, and in five of the batches, not mor: 
one ligature out of the ten was found to be free from infection. Of 
particular batch, thirty-six ligatures were tested and every one of 
proved to be infected, although the maker had claimed that all were ste: 
Fdr good reason, therefore, the licensing authority of Great Britain, 
the Therapeutic Substance Act, has added surgical catgut to the list of 
stances to be controlled by it, so that in Great Britain at least the 
supplied for surgical operations will have a sufficient guarantee as 
purity and quality claimed for it. Would that some similar authority 


be given the supervision of the catgut supplied for surgeons’ use 


United States of America, such an official guarantee should be welcom 
the great purveyors of catgut ligatures upon whom surgeons have 
to depend so largely for trustworthy ligature material. 

A distinction must be made, however, between practical clinical ster 
and laboratory sterility. In the laboratory, the tests to which the catgut 
be subjected are elaborate and minute. One is interested to read 
the reporter has made not less than thirty thousand bacteriological 
of catgut ligatures. Surely such an experience must qualify him to 
as an authority. He says that the proof of sterility should be mad 
after complete removal of any disinfectant if such has been used for 
purpose of sterilization; second, the cultures should be made in such 
that both anzrobes and «robes can grow in the medium employed; tl 
the nature of the bacteria cultivated should be examined with object of 
whether they are part of the intestine flora or merely an zrial contaminat 
fourth, the pathogenic action of the whole mixed culture obtained or part 
bacteria isolated pure from the mixed culture should be investigated ; 
inoculation of filtrates from catgut cultures may be necessary to reve 
presence of some bacterial toxin such as tetanus; sixth, the quantity of 
employed for the test is not a matter of indifference. Since in practi 


a length of from twelve to fifteen inches is used by a surgeon, such a let 


should therefore be the quantity used for the tests. Such is the charact 


of the test for sterility to which the authors have subjected the cats 


examined by them and which is the subject of this report. It is not to 
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7 jet ' 
forgotten, however, that in the clinic catgut is subjected to quite a different 
kind of test. The catgut is not subjected to the removal of the disinfectant 
which has been removed for its sterilization. On the contrary, such dis 


infectant is always present and, as all surgeons know, whether the 
absolutely sterile or not from the laboratory standpoint, from the clinical 


standpoint it may be innocuous, due to the inhibiting action of the disint 


present in its meshes. This is recognized by the experimenters in their stat 
ment that whatever penetration of an antiseptic has taken place in_ the 
' substance of the catgut, its inhibiting action may give deceptive results, fot 
| the catgut may be washed for a very long time in many changes of sterile 
j distilled water and still enough of the antiseptic may adhere to the catgut 
to inhibit the growth of any contained bacteria even if transferred to a 
highly nutritive medium. No doubt, therefore, a good deal of the catgut used 
is not dangerous even if it contains bacteria. But where harmless bacteria ar¢ 
found, there may be harmful bacteria also, and if all bacteria can be excluded, 
they should be. \ tl ough a great deal of so-called sterile catgut is not sterile, 
J one must assume that the bacteria present are relatively innocuous Phe 
comparative rarity f infections which can be traced to infected teu 
notwithstanding the enormous extent of its use and its possible imperfect 
sterilization, 1s apparently due to such inhibiting action of the disinfectants 
used in its preparation and retained in its substance. ‘This penetration of 
chemical substances into catgut was also subjected to study. The general 
statement is made that owing to the physical or chemical properties of catgut 
almost all substances experience difficulty in effecting an entry into the 
fibres. ‘This is the reason why the disintection of catgut is such a troublesom« 
affair. ‘The experiments of various observers along this line are referred 
to. [specially significant is the work of Claudius (1906) in drawing attention 
to the rapid penetration of aqueous iodine solutions into catgut ligatures 
’ 
Claudius found that aqueous solutions of iodine penetrated to the centre 
i of ligatures very quickly; not so ligatures immersed in alcoholic or acetone 
solutions of iodine. 

The methods of disintecting catgut are most fully considered and occupy 
more than half of the space of the whole report. Successively carbolic acid, 
corrosive sublimate, biniodide of mercury, chromic acid, silver compounds, 
oil of juniper, oil of turpentine, formaline, hydrogen peroxide, aniline dyes, 

i anhydrous fluids at high temperatures and hot air are passed under exami 
nation hese pages form a most interesting section of the report lo on 
who, like the reviewer, has been familiar with each of the methods considered 
from the very beginning of Lister’s experiments with carbolic acid through 
all the gamut of change to the present time, it is full of interesting reminis 
cences. It may suffice, however, here to give the conclusions of the reporters 
as contained in their summary, namely that the preparation of catgut for surgi 

cal use on a large scale resolves itself into chemical sterilization by iodine or 


peroxide of hydrogen or the physical sterilization by heat. In the experiments 
given it is stated to be of importance to remove the iodine from the ligature 
aiter it has completed its sterilizing action because of its weakening effect on 
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its tensile strength and the practical recommendation is made that seventy px 
cent. alcohol should be used for the storage of ligatures since it also serves 1 
remove the excess iodine. It is recommended also that to this iodine ther 
added a small amount of glycerol, five to ten per cent., the glycerol renderi: 
the texture of the catgut soft and flexible and more suitable for surgical 
Appended to the report is an extensive list of references. The whole re; 
is one of great interest and importance dealing as it does with practi 
questions that interest every surgeon. 


Lewis S. PILCHER 
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